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Abstract
This exploratory study investigated whether Chinese and English cultural influences 
or social structural characteristics, associated with gender relations and family 
structure, had a greater impact on the overall quality of the diet of Chinese and 
English middle class women in midlife.
The comparative study involved semi-structured tape-recorded interviews (with 
qualitative in-depth probing), and Food and Drink Questionnaires, with 36 Chinese 
women and 26 English women (aged 40 -  60). To select and find the sample of 
Chinese and English women with comparable demographic and socio-economic 
status characteristics, a modified snowball sampling method was applied. In the 
analysis of the Food and Drink Questionnaires, separate diet scores were calculated as 
indicators of women's quality of diet and compared by independent-sample t-tests.
The women were found to be only marginally influenced by traditional cultural diets; 
they were more affected by their knowledge of a nutritious diet and their level of 
health consciousness. In the process of ‘doing wife/mother’, these women continually 
sought to balance three aspects of their family’s food consumption. First, to promote 
their family’s health; second, to cater to their family’s food consumption of ‘eating for 
pleasure’, foods that could damage their family’s health; and third, to organise meals 
that promote family well-being. Promoting their family’s well-being included 
forging family relationships through the social context of eating together, which 
indirectly assisted women in coping with their own work-related stress. In addition, 
women with families were constrained by the visibility of the social context of eating 
with others, from resorting to eating (in excess or for comfort), foods that were 
detrimental to health, in contrast to women living on their own.
In essence, gender relations and family structure had a greater impact on the quality of 
midlife women’s diet than cultural influences. A key finding was that women’s 
multiple roles as employees, wives and mothers, imbued with the gendered nature of 
caring for families, was indirectly beneficial to middle class women’s food 
consumption.
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Chapter 1 
Introduction
The aim of this study is to compare the impact of Chinese and English cultural 
influences with those of the social structural characteristics of gender and family 
composition on the quality of middle class women’s everyday diet in midlife (i.e. 
aged 40 -  60).
1.1 Personal Background Interests
I am a middle-aged Chinese woman who has worked with Chinese communities in 
different parts of London in education and community health as a teacher, family 
centre deputy director and (locum) Chinese community centre manager. My 
employment and voluntary work have centred on the education, health and welfare of 
predominantly Chinese families whose main breadwinners were Chinese-speakers 
employed in manual occupations. Many of them included Chinese women.
However, in my work experience with these Chinese families, I have worked with 
colleagues who share my Chinese ethnicity, and this has led me also to be personally 
interested in the health of English-speaking Chinese professional women. The 
traditional Chinese diet which emphasises the maintenance of equilibrium to promote 
health was noticeably part and parcel of the health maintenance behaviour among the 
non-English-speaking families with whom I worked, and very pronounced among the 
elderly. This has fuelled my interests as to whether English-speaking professional 
women of Chinese origin adhere to this traditional Chinese diet, particularly women 
in midlife who share similar demographic and socio-economic characteristics with 
me. Moreover, my work experience has also meant working with White colleagues, 
and I became interested in comparing the health behaviour and everyday food 
consumption of Chinese and English professional women, especially those in midlife.
1.2 The Research Questions and Literature Review Chapters
Relevant research literature is reviewed in the first four chapters of this thesis. The 
literature provides the background and theoretical approach that informs the major
1
areas of sociological enquiry addressed in the thesis. As such the literature review is 
not a full coverage of the literature available in the major fields of enquiry but 
highlights the key discussions that are relevant for informing the research questions 
and for the data analysis.
Research studies on adult Chinese people in Britain are based mainly on Chinese 
speakers and those working in the catering trade. There is a lack of research on 
English-speakers and the more educated of Chinese origin, particularly those working 
in professional, managerial and non-manual occupations. The small number of 
studies on the health and diet of the Chinese living in Britain tend to focus 
predominantly on Chinese speakers who are elderly or on young mothers with infants, 
while research is scarce among both Chinese and English speakers in midlife. There is 
a noticeable lack of health research on English-speaking Chinese and especially those 
in middle class professional occupations, although as the literature review in Chapter 
2 reveals this is a group of Chinese that is increasing in numbers. This study will fill 
this gap in health research on this group of Chinese middle class women in midlife.
Chapter 2 presents the demographic and migration historical background of the 
Chinese in Britain, thereby locating the Chinese sample in this study within a 
historical context. This chapter also focuses on the comparative demographic 
characteristics of Chinese and White British women and provides the backdrop to the 
comparison between midlife Chinese and English women in professional and non- 
manual occupations. Furthermore, the general health status of the Chinese is 
examined by drawing on a number of health indicators, thus providing useful data on 
the health of the Chinese. This predominantly descriptive chapter raises issues 
surrounding the notions of ethnicity and Chinese identity that are complex, but these 
are not a central focus of this study. As such, this chapter presents background 
information that is relevant for comparisons between the health and diet of middle 
class Chinese and English women in midlife.
Recent surveys have revealed health inequalities between the different ethnic groups 
and the White population. However, there is parity in health between the Chinese and 
the White population (Modood et al., 1997; Sproston et. al., 1999). Limiting
longstanding illness is lower among Whites than among all ethnic minority groups, 
apart from the Chinese (Dunnell, 1993; Sproston et. al., 1999). Thus the Chinese do 
not appear to have a health disadvantage, unlike other visible minority ethnic groups 
in Britain. There is a need to address this issue to understand why the health of the 
Chinese appears to be similar to the White population. However, the lack of research 
in this area indicates the need for comparative studies of these two groups by focusing 
on Chinese and English women’s health, and daily food consumption.
In addition, it is well documented and recognised in survey reports (Macintyre, 1986; 
Townsend and Davidson, 1982) that inequalities in health exist between the social 
classes, and that low socio-economic status and poor health are strongly associated. 
This was also found in smaller studies (Blaxter and Paterson, 1982; Cornwell, 1984; 
Calnan and Johnson, 1985). However, in relation to women’s health and food 
consumption, most research focuses on working class women (e.g. McKie and Wood, 
1991; Graham, 1984; Blaxter and Paterson, 1982; Pill and Stott, 1982) or on both 
working class and middle class (and White) households (e.g. Henson et. al., 1998; 
Charles and Kerr, 1988; Calnan, 1987; Murcott, 1982). In contrast, there are limited 
in-depth studies that focus specifically on middle class women’s health and everyday 
diet in the UK.
The literature review in Chapter 3 examines various theoretical approaches to the 
understanding of lay health beliefs and a framework is proposed as a result. In 
relation to lay concepts of a healthy or high quality diet, a number of concepts are 
identified in the research literature reviewed in Chapter 4. Although in some studies 
these concepts have been identified with the working class, it is less clear if the 
concepts have the same meaning among the middle class. Hence it is important to 
understand these middle class Chinese and English women’s ideas of what a healthy 
diet means to them.
It has often been assumed that the middle class (and the working class for that matter) 
is a homogenous group in terms of demographic characteristics and socio-economic 
status. As such, differences in levels of education attained, employment status, and the 
possession of material resources, such as housing and car ownership, are generally
ignored. In addition, in terms of a woman's social class, the majority of studies have 
taken the simplistic view of seeking to explain women's health according to the 
'conventional approach' of locating their social class according to their husbands' 
occupation only, whereas it has been shown that for the purpose of self-assessment of 
women's health, both the women's and their husbands' occupational class and 
employment status should be considered (Arber, 1997). The middle class is far from 
being homogenous, and it would be useful for studies on the health and food 
consumption of the middle class to focus on those with equivalent demographic and 
socio-economic characteristics, which is the aim of this study.
Although the impact of the role of lifestyles and health behaviours (e.g. food 
consumption) on health is well recognised, there remains controversy about the nature 
of this relationship in the "health inequalities debate'. In particular, whether it is the 
individual’s responsibility for such health (food consumption) behaviour or the 
structural explanations of socio-economic factors, which are causally linked with poor 
health, is contentious. Furthermore, the literature review suggests that it is not 
essentially a debate between culture or social structure (and health experience), but 
rather that their dynamic interactions must be located in a social context (Smaje,
1995). In fact, a number of authors have incorporated both the cultural and structural 
approaches between different ethnic groups (e.g. Williams et al., 1998; Keane and 
Willetts, 1996), although these studies have focused on cuisine and meals (Chapter 4, 
section 4.1), rather than on the daily consumption of major food groups (which is the 
aim of this study).
The aim of Chapter 4 is to examine the literature on the relationship between health 
and everyday diet in relation to ethnicity. Chinese and English cultural influences are 
assumed to have influenced the daily food consumption of Chinese and English 
women. The focus of the chapter is on the meanings of a healthy diet. The concept of 
a healthy diet as reviewed in the literature in terms of (western) nutrition, as promoted 
by the British government’s official guidelines (HEA, 1997), is sharply contrasted to 
the traditional Chinese notion of a healthy diet as a maintenance of equilibrium. 
However, whether such cultural influences have the same impact on middle class 
Chinese and English women in midlife requires examination.
The literature review shows that there are differences in food consumption between 
men and women. Women are more likely to eat foods that promote their health. 
Moreover, women were found to be more knowledgeable about nutrition than men 
(Turrell, 1996). Yet studies have also shown that women may not have put their 
nutritional knowledge into practice (see Chapter 5). While it is recognised that the 
relationship between gender and food-related activities is complex, nevertheless, the 
notion of gender as an approach to understanding women’s food consumption 
requires further investigation.
Women in midlife are another major group for investigation. Women have been 
entering the work force in increasing numbers and their position in the labour market 
and their role in the family have been changing since the 1970s (Arber, 1997:773).
In the last two decades, the midlife age group of those between 40 and 60 years of age 
includes a large number of employed women who are also mothers. However, there 
is a lack of research on the health and diet of this cohort of ‘baby-boomers’.
Moreover, while there has been an increase in the number of employed women, the 
literature on family responsibilities in Chapter 5 shows that the notion of caring for 
the family’s health and well-being is still gendered, with women seen as the natural 
carers of the family, with the main responsibility for food provision and preparation 
even when they are in foil time employment. The notion of gender as an approach to 
understanding family responsibilities will be examined in this study in relation to how 
the gendered nature of caring impacts on the quality of women’s everyday diet.
Chapter 5 examines theoretical approaches that focus on the understanding of gender 
and women’s multiple roles. Three major areas are examined. One area draws 
attention to gender differences particularly in relation to nutritional beliefs, attitudes, 
knowledge and practice. The literature in the second area illustrates the complexity 
and diversity of the gendered nature of family responsibilities for food provision, 
preparation and consumption, emphasising the notion of gendered caring by wives 
and mothers. The third area examines whether women’s multiple roles as employees, 
wives and mothers are beneficial or detrimental to their health.
The surprising parity of health between the Chinese and White Women needs 
investigation. The assumptions and gaps in the studies on health and diet illustrate the 
importance of focusing on middle class women in midlife. Thus the diversities within 
this social class and midlife age group, such as Chinese and English cultural 
influences, socio-economic status and material resources, women's changing roles and 
responsibilities, and family structure, have to be taken into account.
Cultural influences and social structures (such as gender and family structure) are 
important influences that are expected to interact dynamically with other factors that 
are linked to the overall quality of everyday diet. The research examines to what 
extent Chinese and English cultural influences and social structural factors are linked 
to these women’s understanding and application of the concepts of ‘a healthy diet’ 
and ‘the gendered nature of caring’. Moreover, how these notions interact to impact 
on the quality of their daily food consumption are examined.
1.3 Methodology
Chapter 6 justifies the utilisation of a qualitative method based on a semi-structured 
interview schedule with in-depth probing (Appendix B) and a quantitative Food and 
Drink Questionnaire (Appendix A) in this comparative study of understanding middle 
class midlife Chinese and English women’s everyday diets. The research design is 
discussed in relation to the choice of methods and the various specifications of the 
target sampling (initially based on 40 women in the Chinese and English groups), and 
the achievement of a sample of 62 middle class Chinese (36) and English (26) women 
aged between 40 and 60. The aims and procedures of the matching criteria and 
modified snowball sample selection, the analysis of data using a qualitative computer 
analysis software package (WinMax Pro) and the quantitative analysis of the Food 
and Drink Questionnaire using SPSS, are discussed.
By drawing on the review of literature, the chapter presents critical discussions of the 
key issues of interviewing and sampling, and how problems are resolved or at least 
mitigated. The sample target matrix (Appendix E) is discussed at the end of the
chapter, and the demographic and socio-economic characteristics of the achieved 
sample is presented in a matrix (Appendix F).
1.4 Data Analysis Chapters
The analysis of the data is covered in five chapters with a specific focus on key 
concepts drawn from the data. Chapter 7 is the introductory analysis chapter. It 
presents a summary of the demographic characteristics of the sample and women’s 
cooking responsibilities, and then analyses the data in order to assess the statistical 
significance in the women’s mean scores of major foods consumed. The chapter then 
focuses on the qualitative analysis of the Chinese and English women’s concept of 
Health Consciousness identified in the interviews and compares the data with the 
quantitative analysis of their food consumption obtained from the Food and Drink 
Questionnaires. The aim is to find out to what extent the two data sets match, and the 
chapter shows that there is a similar pattern deduced from both the qualitative and 
quantitative data. It provides the background for subsequent analysis chapters that 
investigate and explain any differences between Chinese and English women, and 
among the four different household types of: women living with partners/husbands 
only; women living with partners/husband and/or with children; women living alone 
and women sharing with other women.
Chapter 8 analyses the impact of partners/husbands on women’s food consumption. 
The theoretical issue of gender role is examined in relation to a woman’s 
responsibility for her partner’s health and his food preferences. An interesting issue 
that emerged is the importance of the social context of eating to these respondents and 
the analysis examines the notion of being a wife/partner in relation to women’s 
juggling behaviour to achieve a balance that encompass healthy dietary requirements, 
partners’ food preferences and the social context of eating.
Chapter 9 highlights the gender role of women as mothers and analyses the impact of 
children on midlife women’s food consumption. The behaviour process o f ‘doing 
mother’ is critically examined. The first section focuses on mothers’ responsibilities 
for their children’s diet to promote general good health, and how this is linked to
mothers’ notions of ‘a healthy diet’ and ‘health consciousness’ about their own health. 
The next section critically analyses the process of ‘doing mother’ in support of their 
daughters’ vegetarianism. The interesting issue here is not just based on supporting 
their daughters’ choice of a vegetarian diet, but also the sharp contrast between 
Chinese and English mothers, as daughters’ vegetarianism is predominantly an 
English concern.
In Chapter 10, the process of ‘doing mother’ addresses two other aspects of 
motherhood that illustrate the impact of children on women’s food consumption. The 
first section examines mothers’ responsibilities for coping with children’s different 
food preferences. A continuum of mothers’ behaviour in response to children’s food 
preferences derived from the interview data, is proposed and discussed. This 
typology illustrates the continuum of behaviour ranging from ‘controlling’ and 
‘accommodating’ their children’s food preferences, to the other extreme of 
‘subordinating’ their own food preferences to those of their children. The analysis 
highlights how the majority of mothers ‘accommodated’ their children’s food 
preferences although there were potential conflicts when family members had 
contrasting major food preferences. This was particularly an issue between vegetarian 
daughters and other family members who preferred to eat meat. The underlying 
concern of promoting a healthy diet meant that mothers were seeking a balance 
between providing their families with foods that promoted health and foods that were 
seen as pleasurable, but often damaging to health. The second section analyses the 
process of ‘doing mother’ through the concept of ‘family bonding’. The different 
types of family bonding meals are discussed and interesting differences between 
Chinese and English family bonding meals are highlighted. The chapter concludes 
that the reinforcement of this family practice is essentially part and parcel of the 
process of ‘doing mother’, irrespective of Chinese and English cultural influences on 
the different types of family bonding meals, and whether these are eaten at home or 
eaten out.
Chapter 11 considers the impact of work-related stress on midlife women’s daily diet. 
The concept of work-related stress is first discussed and a number of factors 
associated with it are identified. An analysis is then undertaken of the influence of
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work-related stress on food consumption, and comparisons are made among the four 
different household types i.e.: women living alone; women living with other women 
sharers; women living with partners/husbands only; and women living with 
partners/husbands and/or children. Cross comparisons are also made between Chinese 
and English women. It is argued that the importance of the daily social context of 
eating is highly significant in its impact on women’s food consumption. Eating with 
others on a daily basis tends to be more health promoting for women than eating on 
their own.
1.5 Discussion and Conclusions
Chapter 12 discusses the findings of the previous five chapters, and proposes a 
conceptual model that shows how Chinese and English cultural influences and family 
structure are linked with the key concepts of ‘knowledge of a healthy diet’, ‘health 
consciousness’ and the ‘gendered nature of caring’. Furthermore, these factors are all 
linked and impact on the overall quality of diet women consume when experiencing 
work-related stress.
In relation to the quality of women’s diet, it is argued that, paradoxically, the 
detrimental impact of partners’ and children’s preferences for eating less healthy 
foods is offset by some benefits. In promoting healthy eating and family bonding 
practices, opportunities are created for family support fi*om work-related stress. 
However, the chapter also contends that these wives/partners and mothers have to do 
the juggling/balancing act between ‘eating for health’, ‘eating to accommodate their 
partners’ and children’s food preferences’, and to ensure the practice of ‘family 
bonding’. The outcome is that wives/female partners and mothers tend to eat a more 
balanced and better quality diet than women living on their own. This is particularly 
the case as middle class mid life Chinese and English women are more likely to make 
extra efforts to ensure that their own food preferences are also met.
The concluding chapter discusses how this study contributes and advances the 
understanding of diet and foods and the impact of gender and women’s multiple roles 
as employee, wife and mother, on the quality of their everyday diet. Chinese and
English cultural influences are shown to be complex and dynamic, with continuities 
and changes in dietary consumption habits that reflect to a certain extent, the process 
of acculturation for Chinese women in Britain. Implications for health policies are 
discussed and some proposals are put forward that engage the food industry. The 
chapter ends with reflections about this study.
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Chapter 2 
The Chinese in Britain
2.1 Introduction
There is a wide range of research on the health and everyday diet of the British 
population in general. However, there is a lack of research on the health and diet of 
the Chinese in Britain. Although there has been a recent attempt to address the health 
and lifestyle of the Chinese in England (Sproston et al., 1999), and there are small 
studies on the elderly and young mothers of infants, there is still a dearth of research 
on midlife Chinese women in particular. Moreover, most of the UK research studies 
have focused on the catering trade with predominantly Chinese speakers, while there 
is a lack of research on the English-speaking middle class and, more specifically, on 
the everyday diet of middle class Chinese women in midHfe.
As pointed out in Chapter 1 (section 1.2), there is a need for comparative studies to 
address the issue of the parity in health between the Chinese and the White 
population. This chapter reviews existing research on the demographic characteristics 
of the Chinese population in Britain, focusing on Chinese women in particular and 
drawing comparisons with White women. It is mainly descriptive and provides the 
socio-demographic background for this study. The first two sections present the 
statistics of the Chinese population and review the literature on the migration history 
of the Chinese. The following section examines the demographic characteristics of 
the Chinese population in Britain, with comparisons between Chinese women and 
White women, based on literature drawing on the 1991 Census data, and my own 
analysis of data from the 2001 Census (ONS, 2003). The next section focuses 
particularly on middle-aged Chinese women living in Britain, followed by reviews of 
literature on the general health status of the Chinese. The final sections review 
literature on Chinese identity, and notions o f ‘ethnicity’, ‘being Chinese’ and 
‘acculturation’.
11
2.2 The Chinese Population in England
It is estimated that in England and Wales, there are 4.5 million people of mixed and 
minority ethnic status, who constitute 8.5 per cent of the total population (ONS,
2003). The Chinese population in the UK make up 0.4 per cent of the population of 
England and Wales. The actual figure reported in the 2001 census was 226,948 (ONS, 
2003). As a minority group, Chinese people constitute 5 per cent of the mixed and 
minority ethnic population.
Prior to the 1991 Census, information on the population size of the Chinese in Britain 
was gleaned fi*om local council estimates (Home Affairs Committee, 1985) or fi*om 
the country of birth of the Head of Household figures given in the 1981 census, which 
were thus less reliable. The 1991 Census included a question on ethnicity of 
respondents, and thus obtained a more accurate figure of the number of Chinese in 
Britain.
According to the 2001 Census, of the proportion of Chinese people resident in Britain, 
28 per cent, almost a third, were bom in the UK, 19 percent migrated firom China, 48 
per cent fi’om other Far East countries, and 4 per cent fi-om other parts of the world 
(ONS, 2003).
2.3 Migration Hisfoiy
Jones (1979; 1987) sketched a history of the Chinese in Britain. He traced the 
historical background of the Chinese firom the days when, as seamen, they arrived in 
Liverpool, Cardiff and London in the nineteenth century, and later diversified fi*om 
being seamen to setting up hand-laundries which increased to about 500 laundries by 
1931. However, with the introduction and setting up of self-service launderettes, 
Chinese hand-laundries became less popular and substantially reduced in number.
In the 1930s and 1940s, the Chinese also diversified into the catering trade, which 
started modestly in areas like London’s Soho, and flourished since 1945. By the 
1960s, the growth of the catering trade reached its peak and led to further migration of
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the Chinese population into Western Europe. However, selective employment tax 
(SET) and the introduction later of valued added tax (VAT) often made the running of 
restaurants too expensive to be viable. Many left the restaurant trade to start up 
smaller businesses of Take Away shops which enabled them to operate a small family 
business without the additional expense of employing waiters and waitresses or 
paying VAT, as the food was not consumed on the premises (Jones, 1979; 1987). 
(VAT came into effect on 1 April 1973.)
Language was the main problem that faced the Chinese. The long hours required in 
the catering industry meant that they had very little time spare outside their work 
hours to learn to speak English well. Chinese mutual aid organisations were set up 
because of their general reluctance to seek help outside the Chinese community. 
Chinese community centres were established during the 1980s in London, Liverpool 
and Manchester and provided a range of advisory services on immigration, housing, 
health, employment and family welfare. Around the same time, part time Chinese 
language schools were set up by parents to enable their British-bom children to study 
the Chinese language. These part time language schools, which were staffed by 
volunteers, had increased to over thirty by the late 1980s (Jones, 1987).
What is apparent in the migration history of the Chinese to Britain is the pattern of 
two major movements of migration. The first movement began in the second half of 
the 19* century and the second occurred from the 1950s. Shang (1984) pointed to the 
low numbers of Chinese (under 5000) in Britain at the end of the Second World War. 
The migrants until then consisted mainly of male Chinese. However, it was only in 
the 1960s that large numbers followed. This second period of migration led to the 
growth of the catering trade through personal contacts, mainly between Chinese 
already working in Britain and those still living in Hong Kong (Baxter, 1988, cited in 
Cheng, 1996). Watson (1977) emphasised that Chinese occupied an economic niche 
in the catering trade of Take Aways and restaurants and he claimed that this enabled 
the Chinese to maintain an identity that was to a large extent immune firom influence 
by the wider society. Nevertheless, it was mainly Chinese men, single or married, 
who migrated to Britain first, and only after several years would their wives and 
children (of married men) join them - a pattern which Castles and Kosack (1985)
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found common to all migratory movements when men go abroad by themselves in 
search of employment.
The Chinese have migrated predominantly from a few countries. Cheng (1996) 
pointed out that the Chinese from the South East Asian countries of Malaysia and 
Singapore were mainly second and third generation Chinese whose ancestors had 
migrated mainly from China. The British colonial influence in those two countries 
led to the increase of English language schools (and universities) that were seen as 
offering more opportunities in the professional occupations where English is the main 
language of communication. The modernisation of Malaysia and Singapore from the 
1950s motivated the Chinese to improve their educational and professional 
qualifications in order to gain better career opportunities. This led many young 
professional Chinese to migrate to Britain. Of this group, Cheng (1994) suggested 
that many were well-educated women, looking to further their studies and to obtain 
jobs in Britain.
It is this particular group of well-educated Chinese women now in midlife, and mainly 
working in professional and non-manual occupations, who will be the focus of this 
thesis. However, such well qualified English-speaking Chinese women will not be 
from these South East Asian countries only, but will also be from other countries such 
as Hong Kong and China.
The Chinese yfrbm China and Taiwan initially migrated to Britain in the late 19* 
century, but the migration process was halted when the Communists gained control of 
mainland China in 1949. However, the numbers began to increase again from the 
1980s with the arrival mainly of students and academics (Cheng, 1996).
The final major category of Chinese were from Vietnam. They arrived as political 
refugees in the mid 1970s following the Vietnam War, fleeing from persecution in 
Vietnam. In desperation, they tried to enter neighbouring countries in South East 
Asia illegally and became the focus of international media attention. As a result of an 
international effort, approximately 20,000 refugees arrived in Britain (Jones, 1982). 
Although some obtained casual employment in the Chinese catering trade or other
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menial work, many of these refugees who lacked qualifications, appropriate skills and 
proficiency in the English language, remained unemployed. As Peach et al. (1988) 
highlighted, the resettlement policies on the part of the British government were 
deficient in meeting the needs of the Vietnamese.
2.4 The Chinese Profile in Britain and Comparisons between Chinese and White 
Women
This section examines the profile of the Chinese living in Britain by highlighting 
some demographic characteristics of the Chinese population, and drawing 
comparisons between Chinese and White women. The research reviewed in this 
section is based on analysis of the 1991 Census data, as there is little available 
literature on the Chinese population drawn from the 2001 Census data. However, 
where applicable, my own analysis of data from the 2001 Census has been 
incorporated. It has to be noted that there are differences in the ethnic classifications 
used in the 2001 Census and the 1991 Census data. In the 2001 Census data (ONS, 
2003), Whites have been divided into three groups of British, Irish and Other White. 
This thesis refers only to White British. On the other hand, the 1991 Census data has 
only one White category (OPCS/GRO(S), 1993). In relation to the countries of 
origin, the 1991 Census data has a separate classification for South East Asia, whereas 
the 2001 Census data only has a Far East Asia classification with separate categories 
for ‘China’ and ‘Other Far East’. South East Asia is subsumed into the ‘Other Far 
East’ category (ONS, 2003).
2.4.1 Gender
In the 1991 Census it was found that the migration of Chinese women from South 
East Asia clearly dominated the scene (Cheng, 1996). Owen (1997) also found that 
among recent Chinese immigrants to Britain, a higher number were women. Many of 
these women were fairly well qualified and came to train and work in the British 
health professions (Cheng, 1994,1996). Cheng (1994:67) suggested that many young 
professionals ‘might well be educated women, whose socio-economic aspirations 
were blocked by limited job opportunities for women at home’.
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The 2001 Census data, on the other hand, shows a change since the 1991 Census 
among the Chinese population, from a balanced gender distribution to an increased 
proportion of Chinese women. The gender ratio among the Chinese (i.e. 100 Chinese 
men to 108 Chinese women) is now somewhat similar to White British bom in the 
UK (i.e. 100 White British men to 105 White British women) (derived from 2001 
Census (ONS, 2003:230-231, Table T13).
Cheng (1994) carried out a comparative analysis of the relative chances of 
occupational success of Chinese in Britain and in the USA in the 1980s, based on 
secondary analysis of the British National Labour Force Surveys (LFS), using data 
from 1983 to 1989 pooled samples, compared with the United States Census of 
Population and Housing Public Use Microdata Samples (PUMS)(1980). She found 
that the Chinese in Great Britain were just as successful as the Chinese in the United 
States in excelling in occupational attainment. Nevertheless, Cheng also found that:
At all educational levels, however, Chinese male immigrants share 
similar chances as British-bom whites in access to this [service] 
class. .. .however, female Chinese experience an ethnic penalty in 
access to the service class compared with majority whites, Irish, and 
West Indians. Therefore, substantial gender differences are 
discemible among Chinese immigrants in pursuit of the service class 
position. Gender difference in the relative occupational attainments 
of Chinese immigrants is present in risks of unemployment, too.
Other things being equal, Chinese male immigrants seem to have a 
greater propensity to avoid unemployment than all other ethnic 
groups. Although Chinese female immigrants enjoy an ethnic 
advantage over all other non-white minority groups, they reach parity 
with majority whites and Irish in this respect. (Cheng, 1994:247)
Cheng (1994:248) claimed that these major gender differences in Chinese 
occupational attainment, both in access to the service class and avoidance of 
unemployment, among the Chinese in Britain, were justifications to study Chinese 
men and women separately.
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The gender difference among the Chinese in occupational attainment also highlights 
the justification of my research study that focuses on Chinese women, albeit 
particularly on those in professional and non-manual employment who are in midlife, 
in comparison with midlife White women from similar occupational backgrounds.
2.4.2 Higher Education
Overall, the 2001 Census data revealed that the Chinese are better educated for those 
aged 16-74, in terms of their highest qualification level (i.e. level 4/5: First degree, 
Higher Degree, NVQ levels 4-5, HNC, HND, and Qualified Status for professional 
qualifications such as teaching, nursing or equivalents), with twice the proportion 
having the highest level of qualification compared with the White British i.e. 37 per 
cent compared to 18 per cent (ONS, 2003:150-151, Table SI 17 (own analysis)).
In their analysis of the 1991 Census data on ethnic differences in attainment in 
education, occupation and life-style, Blackburn et al. (1997:245) stated that ‘The 
Chinese ... were consistently the group[s] most likely to hold a higher qualification 
.. .the propensity of the Chinese to go on to higher education is well-known’, and 
described them as ‘the highly qualified Chinese’ (ibid: 247). As one of the earlier 
immigrant groups (along with the Black Caribbean and Indians, see Coleman and 
Salt, 1996), the Chinese are highly educated with a lower unemployment rate than the 
White population and a disproportionate over representation in professional and 
skilled occupations. However, there were substantial gender differences across all 
ethnic and White groups, with men more highly qualified than women. (Gender 
differentials were not available in the 2001 Census (ONS, 2003)).
Fitson (1999:13) in her data analysis of just over 1000 Chinese people, found that 
‘People up to the age of 49 years were about twice as likely as those between 50 and 
74 years to say they had a degree or similar level qualification’. This is similar to the 
Census 2001 data with almost twice as many Chinese between the ages of 16 -  49, 
with the highest level of qualification as those aged 5 0 -7 4  i.e. 41 per cent compared 
to 23 per cent respectively (derived from 2001 Census, 2003:150-151, Table SI 17 
(own analysis)). In this thesis, the focus is on Chinese midlife women, aged between
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40 and 60 years in professional and non-manual occupations, most of whom, 
particularly those aged 40 -  50, will have higher educational qualifications.
2.4.3 Patterns o f economic activity and inactivity
Comparisons of economic activity between Chinese and English women (based on the 
1991 Census) showed that there was not much difference between the overall 
economic activity patterns of the two groups although there were marked differences 
in economic activity of the various age groups.
The broad pattern of economic activity for Chinese .. .women closely 
resembled that of White... women, with minor differences.
Economic activity rates were well below those for White women in 
the younger age-groups, reaching a maximum for Chinese ...in their 
early forties.... In the younger age-groups, the economic activity 
rates for Chinese...were lower than those from other ethnic groups.
For older women, economic activity rates were much nearer the 
average for all ethnic groups. The degree of withdrawal from the 
labour force in the prime child-bearing age range was ... least for 
Chinese women. (Owen, 1997:37)
In relation to marital status and economic activity for women aged 16-59  years, 
Chinese women were somewhat less likely to be employed than White women, 
among those who were single, married, remarried and widowed (Owen, 1997:39).
The exception was Chinese divorced women who were slightly more likely (74%) 
than White women (69%) to be in the labour market (Owen, 1997:40, Table 3.5, 
Census 1991).
Taking into consideration family responsibilities for dependent children, Chinese 
women with dependent children had roughly similar rates of employment compared 
to White women (60% among Chinese women living in couples, 45% among Chinese 
lone mothers, compared to 61% of White women living in couples, and 47% White 
lone mothers), whereas women in Chinese couples with no children had lower rates of
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employment than White women in couples with no children (69% compared to 83%) 
(Owen, 1997:43, Table 3.7, Census 1991). More specifically, for women whose 
partners were in non-manual occupations, there was hardly any difference in the 
economic activity rates between Chinese (66%) and White women (68%). However, 
among women with a youngest dependent child under 5 years of age, Chinese women 
were more likely to be in the labour force than White women (i.e. 56% Chinese 
women compared to 46% White women) (Owen, 1997:44, Table 3.8, Census 1991).
Four main states of economic inactivity were identified in the 1991 census data for 
those aged 16-59, i.e. full time student, retired, permanently sick and other inactive 
(including looking after a home or family full time). Among economically inactive 
White women, the distributions were 15.2 per cent students, 10.9 per cent 
permanently sick, 3.4 per cent retired, and 70.6 per cent other inactive. In contrast, 
for Chinese women, there were 40.6 per cent students; 2.2 per cent permanently sick, 
1.7 per cent retired, and 55.5 per cent other inactive. There is a sharp contrast 
between White women and Chinese women in the student group, with a very high 
percentage of Chinese women being full time students (15.2 per cent of White women 
compared with 40.6 per cent of Chinese women). (This might partly reflect 
differences in age structure, since the Chinese women are younger.) However, White 
women had a distinctly higher percentage in the 'other inactive’ category, i.e. 70.6 per 
cent compared with 55.5 per cent for Chinese women (Owen, 1997:46 Table 3.9, 
Census 1991).
Overall, the percentages of Chinese and White British women (aged 16 -  74) who 
were economically active in the 2001 Census were 53% and 60% respectively (ONS, 
2003: 135, Table S108 -  own analysis). The percentages of economically active 
Chinese women and White British women in full time employment were similar in 
the 2001 Census (ONS, 2003), with 50 per cent of both the Chinese and White British 
women in full time employment (Table 2.1). However, White British women have 
almost twice the percentage in part time work (35 per cent) than Chinese women (18 
per cent). In relation to self-employment, Chinese women have double the percentage 
(17 per cent) of White British women (7 per cent), and were three times more likely to
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be in full time self-employment (13% Chinese) compared with 4 per cent White 
British women (Table 2.1).
Table 2.1 Economically Active Chinese and White British women (aged 16-74)
Chinese White British
women
Employee -  fiill time 50% 50%
Employee -  part time 18% 35%
Self-employed -  full time 13% 4%
Self-employed -  part time 4% 4%
Unemployed 5% 4%
Full time students 10% 4%
Total 100% 101%
[Source: Derived from Census 2001 (ONS, 2003: 135, Table SI08 - own analysis)]
2.4.4 Professional occupations
The Chinese, on the whole, are as successful as Whites in gaining access to 
professional occupations, mainly because of their higher levels of qualifications 
(Cheng, 1996, citing Cheng and Heath, 1993; Cheng, 1994; Heath and McMohan, 
1994). However, when comparing people with similar age and education, the Chinese 
are more likely to be concentrated at the lower end of the hierarchy within the 
professions, in comparison with their White counterparts, who are more likely to 
occupy the top jobs (Cheng, 1996:174).
According to Cheng (1996), who carried out an analysis of the 1991 Census data on 
the Chinese in Britain, the population is changing in composition due to the recent 
arrival of mainly professional and the highly qualified Chinese chiefly from South 
East Asia (i.e. Malaysia and Singapore) and mainland China. However, Pitson (1999) 
found that:
Chinese people who had been living in the UK for ten years or more 
were more likely than more recent immigrants to be classified as 
being in social classes I or II (31% compared with 19%).
Conversely, more recent immigrants were more likely to be classified
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as being in social classes IV or V (28% compared with 16% [Table 
2.23]) (Pitson, 1999:21).
Chinese women (and similarly Chinese men) are over-represented in professional 
occupations and under-represented in partly skilled or unskilled jobs. It was also 
noted by Owen (1997:45, using data from the 1991 Census), that in terms of the social 
class of the family, Chinese women, in contrast to White women, ‘were much more 
likely to be economically active in ‘non-manual’ than ‘manual’ households, probably 
because these women were more likely to have higher education qualifications and be 
in professional occupations ’.
2.4.5 Geographical concentration
The Chinese population is concentrated in the South East with wide dispersion across 
other areas of Britain. Fifty-three per cent of the Chinese live in the South East with 
17 per cent in inner London. The Chinese from Malaysia and Singapore have the 
highest concentration in the South East of England, with 66 per cent of South East 
Asians living in this area. A mixed group of Chinese from other parts of the world are 
also concentrated here, and they include the Chinese from China who are 
professionals or who have skilled jobs (Cheng 1996), and the Vietnamese Chinese 
refugees, who have settled in the South East in spite of the British government's 
intention of dispersal to other parts of the country (Peach et al., 1988).
2.4.6 Socio-economic Overview
The profile of the Chinese population in the UK is that of a successful ethnic minority 
group, living mainly in the South East. It is small in size in comparison with other 
ethnic minority groups and is young. The literature reviewed (Cheng, 1996; Jones,
D., 1979; 1987; Jones, P., 1982; Shang, 1984) shows that the Chinese are not a 
homogeneous group. There are sharp contrasts among the different groups from Hong 
Kong, South East Asia (Malaysia and Singapore), and other parts of the world (e.g. 
mainland China and Vietnamese refugees) that are linked to the different 
demographic and socio-economic profiles. These relate to their educational
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qualifications, employment/unemployment status, as well as their background 
characteristics and expectations of improving their career opportunities on arrival in 
Britain. Less than half of the working Chinese population is employed in the catering 
trade and they are predominantly Hong Kong Chinese. On the other hand, Cheng
(1996) shows that Malaysian and Singaporean Chinese from South East Asia, and 
more recently from mainland China, are generally the well educated who seek better 
training and career opportunities in Britain. These Chinese are at the top of the socio­
economic profile, followed by the Hong Kong Chinese, with the Vietnamese at the 
lowest end.
The demographic characteristics of the Chinese population and the White British 
population, show some similarities e.g. gender ratio, access to professional 
occupations and women’s full time employment; and some differences e.g. the 
Chinese have levels of higher educational attainment and White British women have 
higher rates of part time employment.
The Chinese appear to be doing as well educationally and economically as the White 
population. However, Heath and McMahon (1996) raised the issue of the ‘ethnic 
penalty’ in the labour market (i.e. the impact of ethnic origins on education and 
occupational attainment). They found that the Chinese were less successful in using 
their qualifications to get salaried jobs and in avoiding unemployment compared with 
the native bom White population. Kam (1997), in her overview of research on 
ethnicity in the 1991 Census, in relation to 'ethnic penalties' and racial discrimination 
in education, employment and housing, concluded that:
The causes of the 'ethnic penalty' in employment are likely to be quite 
complex, given the variation in the size of the penalty between 
minority ethnic groups. Nevertheless, the fact that there is a penalty 
for all minority ethnic groups strongly suggests an element of 
discrimination. (Kam, 1997:273-274).
The composition of Chinese women in employment has changed from women who 
were mainly non-English speakers working in manual jobs in the catering industry to
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Chinese women working in professional and non-manual occupations (who are most 
likely to be the recent arrivals prior to the 1991 Census as analysed by Cheng (1996)), 
and who have been living in the UK for at least the last ten years as indicated by 
Pitson (1999). The changing composition of employed Chinese women highlights 
the need to conduct research on an increasingly important sector of the Chinese 
population, about whom very little data is available. In contrast, most research studies 
on the Chinese have concentrated on those working in the catering industry (Song, 
1995; Chung, 1990; Wong, 1985; Watson, 1977).
2.5 Middle-aged Chinese Women Living in Britain
Middle age is, by and large, recognized as a distinct stage in adult life. The notion of 
middle age in terms of chronological definitions has undergone changes over time in 
modem industrial societies. Pilcher (1995) highlighted a number of differences, 
drawn from different studies, such as middle age commencing at 35 (Pilcher, 1995, 
citing Brookes-Gunn and Kirsch, 1984); between 35-50 (Pilcher, 1995, citing 
Featherstone and Hepworth, 1989); and from 50-74 (Pilcher, 1995, citing Sanders, 
1993). This period of the middle years of life has been reconstmcted as ‘new middle 
age’ and redefined as ‘mid life’ (Hepworth, 1987; Featherstone and Hepworth, 1989).
Gervais and Jovchelovitch (1998:25) have for instance, in their qualitative study on 
the Chinese, referred to the ‘middle generation’ i.e. ‘people aged between 30 and 60’. 
Their qualitative study is based on 12 in-depth interviews and 4 focus groups 
(comprising a total of 24 men and women). They divided the Chinese community 
into 3 age groups - the older age group (aged 60 and over); the middle generation 
(aged between 30 and 60) and the young generation aged under 30. They found that:
The middle generation is the most diverse. It encompasses the 
children of the early settlers as well as newcomers from many 
Chinese communities. Some members of the second generation are 
highly integrated in British life (they are fluent in English and are 
often highly educated professionals), whilst others remain cut-off 
(they speak little or no English, are often poorly educated and are
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involved in the catering trade). The former group combine Western 
and Chinese health beliefs and make frill use of NHS facilities. The 
latter hold on to traditional health beliefs and practices and they are 
more likely to turn to traditional healers and remedies. (Gervais and 
Jovchelovitch, 1998:63)
However, Cheng (1996) suggested that there is an upwardly mobile group who will 
expand and will change the socio-economic composition of the Chinese community, 
its identity and its relations with the host population as well. She described them as 
professionals bom in the UK, professionals and wealthy immigrants firom Hong 
Kong, and scholars and intellectuals fi*om mainland China. These include many 
women firom Malaysia who came here about 20 years ago, mainly to train as nurses, 
and who have stayed after their training (who would now be in their midlife), as well 
as political refugees fi-om Vietnam, and recent migrants who are highly educated 
(section 2.4.6).
This study defines midlife as age 40-59. The 2001 Census (ONS, 2003) data shows 
that 26% of White British women and 26% Chinese women living in the UK are in 
the middle age (40-59) group (derived fi-om Census 2001 (2003:122) Table SlOl -  
own analysis). There is a general lack of data about Chinese women (and English 
women) in midlife. Hence this study focuses particularly in relation to their health 
and diet.
2.6 General Health Status of the Chinese
It has been shown that self-reported general health is a strong predictor of mortality 
(Sproston, 1999:46, citing Moller et al., 1996). In using a survey to measure ‘health’, 
Nazroo (1997b) considered health as the absence or presence of recognised disease 
and the symptoms of disease as well as the performance of certain functions, i.e. 
whether such functions were limited by the respondent’s health. In relation to the 
assessments of general health, having taken into consideration gender and age 
profiles, Nazroo (1997a: 131) found that the Indians, African Asians and Chinese 
have very similar rates to Whites (excluding the assessment of long-standing illness).
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Surveys have revealed that there are health inequalities between a number of ethnic 
groups and the White population. These differences require explanations (Williams,
S. et al., 1998). However, the surveys also showed parity in health between the 
Chinese and the White population. The pattern is similar for Tong-standing illness’ 
with the lowest rate among the Chinese and the White population, compared with 
other ethnic minorities (Charlton and Wallace, 1991; Dunnell, 1993), although 
Nazroo (1997a)(citing Pilgrim et al. (1993) and Rudat (1994)) suggested that Tong- 
standing illness’ was ‘not a valid indicator for exploring ethnic variations in health’ 
(ibid: 131). Pilgrim et al. (1993:36) had suggested that ‘long-standing illness’ was 
interpreted in a restricted way by ethnic minorities that excluded illnesses (such as 
asthma and diabetes), which did not radically affect their daily lives. However, in a 
major survey report on the health and lifestyles of the Chinese population in England 
(Sproston et al., 1999:45), based on just over 1000 people, it was found that the self- 
reported general health status of Chinese respondents was also similar to that of the 
general population and considerably better than that of other ethnic minority groups. 
Notably, English speakers and those in social classes I and II reported ‘very good’ or 
‘good’ health. These findings of general health parity between the Chinese 
population and the White population raise the search for explanations.
The data in the 2001 Census (ONS, 2003) that refers to general health as health over 
the 12 months prior to Census day on 29* April, 2001, found that 76 per cent of 
Chinese reported ‘Good Health’, 20 per cent reported ‘Fairly Good Health’ and 4 per 
cent ‘Not Good Health’, compared to 69 per cent of Whites who reported ‘Good 
Health’, 22 per cent ‘Fairly Good Health’ and 9 per cent ‘Not Good Health’ 
(percentages derived fi-om 2001 Census (2003:232-233, Table T13 - own analysis.) 
[N.B. No age break-downs were available.] The Chinese and the Whites have similar 
reported rates o f ‘Good Health’ and ‘Fairly Good Health’. However, the Chinese 
reported a rate half that of Whites in terms o f ‘Not Good Health’, but this is expected 
as Whites are older on average.
25
2.7 The Chinese Identity: The Notion of Ethnicity and the Notion of Being 
‘Chinese’
A wide range of studies have raised the difficulty of conceptualising ethnicity, as it is 
multi-dimensional encapsulating ideas of shared origins, culture and tradition. Smaje 
(1995) considered the complexity of ethnicity as a category, for instance in health 
research, and that ethnicity is both a process and an identity. Nazroo (1997a) 
highlighted other aspects associated with the ways of conceptualising ethnicity, such 
as acknowledging the contextual nature of ethnicity; assigning ethnicity to the country 
of family origin; differences of sub-groups within each ethnic category; and the 
tendency to treat Whites as a homogenous group in comparison with ethnic 
minorities. Nazroo (1997a) suggested that one way would be for self assignment as 
adopted in the 1991 Census. However, he pointed out that self-assignment also has its 
problems as individuals often change their self assigned identity and there are 
difficulties in dealing with those who regard themselves as of mixed family origins.
In spite of these potential difficulties, I decided to adopt the strategy of the 
respondents’ self identification, and to interview only those who regard themselves as 
Chinese (and as English, namely UK White, rather than European White, recognising 
that English/UK White is not a homogenous group).
The differences among the sub-groups within the Chinese ethnic group, for instance, 
has been shown by a number of studies, and was described in section 2.4.6. There are 
many Chinese groups who speak different dialects. However, they are linked by the 
written Chinese script (Shang, 1991). Although the term ‘Chinese’ is used in research 
papers, it is a fallacy to regard the Chinese as a homogenous community. Ang-Lygate
(1997) highlighted the myth of authenticity particularly if it is used as a uniting 
category. On the other hand, Gervais and Jovchelovitch (1998:23) who also made the 
point that the Chinese are not a homogeneous group, nevertheless stressed that they 
do share ‘a common culture’. What is clear is that the Chinese have come from 
different countries of origin, with their varying political and educational systems 
(Cheng, 1994). Moreover, they were from differing economic positions at the time of 
migration and hence had different expectations. The Hong Kong Chinese are the 
traditional economic migrants who migrated to Britain mainly to enter the catering
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trade, which did not require high educational qualifications or fluency in English. On 
the other hand, as mentioned in section 2.4.6, the South East Asian Chinese (from 
Malaysia and Singapore), and the Chinese from mainland China arrived in the UK (in 
increasing numbers in the 1970s and 1980s) with the intention of improving their 
educational and professional qualifications. They were economically and 
educationally better off than a large proportion of the Hong Kong Chinese who 
worked in the catering industry (Cheng 1996, drawing on the 1991 Census data).
More recent data indicate that Chinese people bom in the UK, China or Hong Kong 
were about half as likely as those bom in other countries to have higher qualifications 
such as a degree or similar level qualification; and those living in the UK for ten years 
or more were more likely to be in social classes I or II compared with more recent 
immigrants living in the UK for 9 years and less (31% compared with 19%) (see 
Pitson, 1999: 21, Table 2.23).
2.7.1 Culture and a notion o f acculturation
Aspects of culture in terms of values, beliefs and lifestyles of ethnic groups and the 
notion of acculturation have been used in discussions of self-identification and as 
explanations for pattems of health status. Some of the key ideas in this work will be 
briefly outlined. In terms of self-identification of ethnic identity, Modood (1997a) 
cited the study of Hutnik (1992) who identified four strategies: dissociative; 
assimilative; acculturative and marginal. The notion of acculturation is defined in 
relation to a strategy of self-identification where the self is categorised approximately 
equally in terms of both dimensions of ethnic minority group membership and of the 
majority group dimension. Modood (1997a:330) found that:
.. .more than 90 per cent of the respondents fall into two categories; 
those who identify with their ethnicity but not Britishness 
[‘dissociative’], and those who identify with both [‘acculturative’].
This latter category, the acculturative strategy o f ‘adding on’ rather 
than an ‘either/or’ approach, has a majority in each ethnic group [i.e. 
Caribbean; Indian; African Asian; Pakistani; Bangladeshi] except the 
Chinese.
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He added that:
The high level of Chinese dissociativeness [51% compared to the 
other ethnic minority groups ranging from 21% to 32%] is quite 
surprising and cannot be explained by the fact that only a small 
proportion of the Chinese are British-bom (16 per cent), for the 
figures for the Bangladeshis and African Asians with whom their 
length of residence in Britain approximates are still lower (9 per cent 
and 11 per cent respectively). (Modood, 1997a:331, referring to 
Table 9.33).
It has to be noted that in Modood’s (1997a) research, the achieved sample size for the 
Chinese was relatively small (214 Chinese) compared to other ethnic groups with over 
a thousand in each group.
Cultural differences have also been utilised as explanations for pattems of health 
status. Differences in the cultural values, beliefs and lifestyles between ethnic groups 
are often suggested as explanations, as Smaje (1995) pointed out. However, he 
claimed that:
.. .Clearly, approaches which fail to look beyond ‘cultural difference’ 
are severely limited, but an a priori choice of material and racism- 
based theories to the exclusion of any role for cultural explanations 
may not be much more satisfactory. US researchers, with fewer 
inhibitions about invoking a notion of culture have attempted to 
examine the direct impact of ‘acculturation’ -  i.e. adjustment to the 
cultural norms of the host country -  on the health of Mexican 
migrants. (Smaje, 1995:86)
Smaje (1995:87) suggested that what are required are ‘more refined approaches to the 
dynamic interactions between culture, socio-economic status and health 
experience...’. Thus, for the purposes of this study, the cultural explanations that 
incorporate a notion of ‘acculturation’ (not in terms of self identification per se, but in
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terms of adjustment to the cultural norms of British society) are recognised. However 
the focus of the investigation is on the impact of the dynamic interactions between 
culture, socio-economic status, family composition and the consumption of major 
food groups in the everyday diet of middle class Chinese and English women.
2.8 Summary
The review of research data discussed in this chapter is mainly descriptive. It presents 
the historical context, geographical concentration and demographic background of the 
Chinese population in Britain. The literature presented also focuses on the 
demographic and socio-economic characteristics of Chinese women in comparison 
with White British women based on the 2001 and 1991 Census data, drawing out 
similarities and differences in gender distribution. Higher Education attainment, 
pattems of economic activity and inactivity, and representations in professional 
occupations. A profile of middle-aged Chinese women and the general health status 
of the Chinese living in Britain are also examined. Notions of ethnicity and Chinese 
identity are raised as complex issues, and notions of acculturation are identified. As 
the introduction to this thesis has indicated, there is a lack of research on the health of 
middle class Chinese women in midlife, which the literature reviewed in this chapter 
has shown represents a significant group. The value of a comparison to English 
women with similar demographic and socio-economic characteristics is particularly 
useful given the comparable level of health status of these two groups. The next 
chapter will examine approaches to understanding and maintaining health and a high 
quality diet.
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Chapter 3 
Health Beliefs: Lay and Ethnic Perspectives in Understanding and 
Maintaining Health and a High Quality Diet
3.1 Introduction
In the previous chapter, the literature on the migration history and the demographic 
characteristics of the Chinese population in Britain, particularly of Chinese women, 
was reviewed. The chapter also presented literature on health and cultural aspects that 
are relevant to the health and diet of middle class Chinese women in midlife. The 
study of health (rather than illness) from a sociological perspective is a relatively 
recent development in response to the dominant biomedical approach to disease 
which has prevailed in western societies (Annandale, 1998a; Nettleton, 1995; Stacey, 
1988). The focus on health is reflected in contemporary society's concern about 
healthy living, including diet. This chapter examines lay and ethnic health beliefs in 
order to better understand the maintenance of health and a high quality diet. It briefly 
reviews literature that discusses the various theoretical approaches to the 
understanding of lay health beliefs. An extended model of lay health maintenance, 
which takes into consideration Calnan's (1987) model and holistic approaches 
(Nettleton, 1995), is proposed to illustrate the complexity of the interactions and 
continually changing influences on how lay people maintain their health, including 
how this is linked to a high quality diet.
3.2 Sociological Approaches to Health
There are different sociological approaches that seek to explain health. The major 
sociological theories that underlie the different explanations range from the conflict 
theories of Marx and Weber, and the functionalist approach of Talcott Parsons (1951), 
to the symbolic interactionist perspective of Goffinan (1971), and the various feminist 
perspectives that gained importance during the 1970s. In the main, the focus of this 
early sociological research was more on illness and illness behaviour, than on health 
per se.
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The theme of health only gradually emerged into prominence within sociology in the 
last three decades. Previously themes of the sick role and illness behaviour (Parsons, 
1951) had primarily dominated medical sociology. Criticisms of the Parsonian 
perspective revolved around the perception of illness as deviance and doctors as 
agents of social control. Research primarily focused on sociology in medicine, serving 
the needs and interests of medicine in the 1950s and 1960s. The patients' experiences 
and feelings were ignored, as were the role of the patients’ families and friends, and 
issues associated with preventive health.
In contrast, research in the sociology of medicine in the 1970s and 1980s challenged 
the legitimacy of modem medicine, and gave prominence to the lay view of health 
and illness (Nettleton, 1995). The lay perspective on notions of illness and health was 
studied particularly among groups of women and those in the working classes (e.g.
Pill and Stott, 1982; Blaxter and Paterson, 1982; Comwell, 1984), although there were 
studies on the middle classes (in France by Herzlich, 1973, and in the UK by Backett, 
1990). Further research on health behaviours gave rise to the emergence of the study 
of'life styles'.
Other studies were undertaken around the same period at the societal level which  ^
concentrated on the social determinants of health, highlighting inequalities among 
different social groups and how socio-economic status and poor health are strongly 
associated (Townsend and Davidson, 1982; Macintyre, 1986). Inequalities between 
the different social classes and the association of poor health with lower socio­
economic status were also found in smaller studies (Blaxter and Paterson, 1982; 
Comwell, 1984; Calnan and Johnson, 1985; Calnan, 1987; Blaxter, 1990). This 
raised the issue of the need to link the individual level to the societal level, that is, to 
‘adopt a frame of reference that can also show how perceptions about health and 
illness are shaped by structural and cultural elements.’ (Calnan, 1987:8)
My research interests are motivated by the theme of health as opposed to illness, and 
particularly to analyse the health perceptions relating to everyday diet of middle class 
Chinese and English women in midlife. The thesis will involve an analysis that 
considers both stmctural and cultural elements as advocated by Calnan (1987).
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3.3 Studies on Lay Health Beliefs
This section traces the historical perspective of theories on lay health beliefe in the 
West. Calnan’s (1987) model of lay health maintenance is highlighted and extended 
to provide a usefiil framework for the various factors that influence the health and 
daily diet of Chinese and English women. Research into the views of ordinary people 
has produced extensive information on the complex explanatory theories that people 
draw upon when considering their own health and to explain the causes of disease. 
From a historical perspective, one can detect various changes in approaches to these 
studies of lay health beliefs.
3.3.1 Help-seeking behaviour and compliance approach
The concerns of health professionals influenced the research studies of medical 
sociologists in the early studies on lay beliefs from the 1950s to the 1970s. Their 
concerns were focused on the under-utilization of health services by people who were 
ill, and over-utilization of GP services by others with trivial complaints, and concerns 
that patients often did not comply with medical advice and instructions. These early 
research studies showed the influence of cultural contexts on responses to symptoms 
(Zbrowski, 1952; Zola, 1966), and that seeking medical help was mediated by social 
factors (Zola, 1973). The help-seeking behaviour and compliance approach to the 
study of lay beliefs led to the emergence of the concept of illness behaviour (in 
response to symptoms) and the concept of health behaviour (related to the 
maintenance of health) (Nettleton, 1995; Morgan et al., 1985).
3.3.2 Health-related behaviour approach: socio-psychological models
Studies focused on health-related behaviours have also used social psychological 
models, which Gervais and Jochelovitch (1998:4) outlined as: the health locus of 
control model (citing Wallston and Wallston, 1982); the health beliefe model (citing 
Becker, 1966; Janz and Becker, 1984; Rosenstock, 1966); the self-efficacy theory 
(citing Bandura, 1977; Schwarzer, 1992), and the theory of reasoned action (citing 
Azjen, 1985; Azjen and Fishbein, 1970; Gallois and McCamish, 1993). The theory of 
reasoned action (TRA) was recently extended to a theory of planned behaviour (TPB)
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by Ajzen (1991). Steptoe et al. (1998:47) claimed: ‘This approach to attitude research 
continues to attract a great deal of attention in social psychology.’
These models focused on the autonomous individual and assumed that a person has 
control of his or her lifestyle choices, and that with more and better informed 
knowledge, a person can adapt and change his or her own behaviour. The burden of 
responsibility was placed on the shoulders of people as though they could be made 
entirely responsible for their lifestyle choices and health (Crawford, 1977; Ichhesier, 
1949, cited in Gervais and Jochevitch, 1998). However, Calnan (1984) had already 
argued that these socio-psychological models did not predict behavioural change as 
claimed. Empirically they were unsound. Bunton et al. (1991) also reinforced the 
challenge, on the theoretical grounds that the models did not take into consideration 
social and structural factors which influence social actions. For instance, Herzlich 
(1973) discussed a range of moral issues including ideas of what is 'good' or 'proper' 
or 'natural', while Comwell (1984) highlighted the difference between 'public' and 
'private' accounts given by her respondents. In her study, the respondents’ sense of 
self-identity was tied up with their need to be seen as morally correct as exemplified 
in their 'public' accounts.
3.3.3 Social action approach: a shift from  health beliefs model o f behaviour to 
social action
More recent research has indicated a further shift from individualistic health beliefs 
that motivate behaviour to social action (Nettleton, 1995), and is grounded in the 
interpretive approach (particularly phenomenology). The investigation into everyday 
life is to gain insights into the underlying assumptions held by lay people. It is an 
approach whereby
... emphasis is placed on understanding lay people's actions. The 
meaning is itself derived from their own complex body of knowledge 
and beliefs, which is closely linked with the social context in which 
they live their daily lives. Thus, rather than treating beliefs about
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health as idiosyncratic, this approach emphasizes their logic and 
integrity. (Calnan, 1987:8)
3.4 Models of Lay Health Maintenance
Calnan (1987) proposed a model of lay health maintenance, and argued that although 
there was an inteirelationship between beliefs about health and illness, his female 
respondents did not perceive them to be simply connected nor direct opposites. As 
the women found it easier to discuss health maintenance than illness prevention, he 
concluded that the concepts were in some respects independent: hence he proposed a 
separate model of lay health maintenance. On the other hand, Nettleton (1995) 
described a move towards a more holistic approach to health. Calnan’s and 
Nettleton’s ideas have been incorporated into an extended framework of lay health 
maintenance (Figure 3.1) on which my research study of midlife middle class Chinese 
and English women’s understanding and interpretation of the lay concept of a healthy 
diet is based. My study will focus on the analysis of selected aspects of this 
framework of lay health maintenance behaviour.
Figure 3.1 illustrates numbered factors (1) to (12) that are inter-related and influence 
the continual re-assessment of lay health beliefs and health maintenance behaviour of 
Chinese and English women. The factors include Calnan’s (1987:177-179) ideas that 
lay beliefs about health maintenance are moulded by:
''Experience and knowledge gleanedfrom folk culture’ (Factor IT In the case of 
Chinese women, the use of Chinese Traditional Medicine and the influence of 
traditional Chinese health beliefs are expected to influence their lifestyles, particularly 
in relation to food consumption.
'‘Socio-political values and the prevailing ideology about health and its control’. 
(Factor 21. This is connected to other socio-political values e.g. individualism, 
whereby individuals are responsible for their own health and maintenance and blamed 
for their own actions or inaction to improve their health or to avoid illness, resulting
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Figure 3.1 Factors influencing lay health m aintenance behaviour
(2) Socio-Political Values 
health control
cultural level o f consumption
(3) Powerful Groups 
medical profession 
biomedical values and perspectives 
other 'experts' on health and illness
- media inc food scares
- food industry inc 
marketing strategies
t i n  Health 
knowledge
(12) Level o f 
Health
Consciousness
(5) Lifestyles 
food consumption pattems 
drugs consumption pattems 
leisure, sports, and sex activities 
body maintenance
(6) Partner's Ethnicity and 
Class
employment status
(8) Gender roles
(7) Family Stmcture
(4) Class/Socio-economic 
position
employment status 
occupational class 
educational qualifications
Material Resources 
housing tenure 
car ownership 
income
< -
(1) Folk culture 
experience 
e.g. use o f Chinese Traditional Medicine 
knowledge 
e.g. Chinese Traditional Health Beliefs
(10) Migration historv 
positive health selection 
negative health selection
V
LAY
HEALTH
MAINTENANCE
BEHAVIOUR
e.g. consuming a 
high quality diet
%
(9)Ethnicity
Chinese
White
35
in a victim blaming ideology (Calnan, 1987:179 citing McKinlay, 1976, and 
Crawford, 1984).
T^he perspectives and values of powerful groups, such as the medical profession, 
which society has legitimated as being the authority or 'experts' on health and illness’ 
(Calnan, 1987:177). (Factor 31. Calnan argued that professional beliefs and values 
about health maintenance and disease prevention are major influences on respondents’ 
understanding of health in the first place, and gave examples of the influence of 
professional ideas about diet and exercise, medical screening and medical check-ups 
as being perceived to be important and thus influencing lay beliefs.
Moreover, Calnan (1987:177) argued that these three major factors of influence ‘are 
interrelated and are mediated through such aspects of social structure as social and 
economic circumstances. ’ (Factor 41
A more holistic approach to health is incorporated, whereby the concept of health has 
to be explored firom the perspective of the lay person (Nettleton, 1995). Hence my 
study undertakes a qualitative approach to examine how women interpret the notion 
of a healthy diet, and what impacts on the quality of the diet they consume. Nettleton 
also regarded it necessary to understand how health is maintained, by the examination 
of people's lifestyles (Factor 51. Lifestyles involve pattems of consumption, which 
include eating, the use of dmgs, and activities such as leisure, sports and sex, as well 
as body maintenance (Nettleton, 1995:36-37).
My extended firamework of lay health maintenance (Figure 3.1) includes a number of 
other factors. It illustrates how all these factors are inter-related in complex ways. 
However, only a few links are briefly discussed in this section. The influence of 
women’s migration history (Factor 101 is important, as those in good health are more 
likely to migrate fi-om their country of origin, than those in poor health, particularly 
for employed women. Their partners ’ ethnicity, class and employment status (Factor 
6) are more likely to influence women’s material resources such as household income, 
and women’s employment status, and influence their lifestyles e.g. the quality of food 
they are able to purchase. Family structure (Factor 71. particularly in relation to
36
having children, and gender roles (Factor 8) of having the responsibility for caring for 
the family, could influence their employment status as well as their health 
maintenance behaviour. In addition, health knowledge (Factor 1II and women’s level 
of health consciousness (Factor 121 are factors that could influence their health 
maintenance behaviour in relation to the quality of diet they consume e.g. a woman 
who is knowledgeable about nutrition and who is very health conscious, is more likely 
to eat a higher quality diet than a woman who possesses less nutritional knowledge 
and who is not health conscious.
For the purposes of this study, only selected aspects of this framework will be 
examined and discussed. One aspect will be the English and Chinese cultural 
influences (Factor 9 and Factor 11 and another the women’s class/socio-economic 
position and material resources (Factor 4). Other aspects include family structure 
(Factor 71 gender roles (Factor 81 women’s health knowledge (Factor 1 Ik and their 
level of health consciousness (Factor 12V How these notions are understood and how 
they inter-relate and impact on women’s Lay Health Maintenance Behaviour as 
exemplified by the consumption of a quality diet will be the analytical focus of this 
study.
3.5 Meanings of Health
The Concise Oxford Dictionary (1999:656) defines health as ‘the state of being free 
from illness or injury’, a point that is also made from a sociological standpoint by 
Annandale (1998a:262): ‘It is a sociological commonplace to point out that we seem 
to know health only as a lack, as the absence of disease.’ The notion of the missing 
element is most vividly captured in the comment: ‘Is it not an extraordinary thing that 
the lack of something, although we do not know precisely what it is that is lacking, 
can reveal the miraculous existence of health.’ (Gadamer, 1996:74)
However, there are contrasting and varied definitions of health which were 
highlighted by Calnan (1987) when he contrasted the definition proposed by the 
World Health Organisation with that adopted predominantly by the medical 
profession. The World Health Organisation regards health in positive terms.
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describing it as being a state of complete physical mental and social well-being, 
whereas the medical profession adopts a predominantly negative definition, regarding 
health as being the absence of disease or biological disturbance. This contrasting 
distinction between positive and negative definitions of health is a common 
occurrence (Calnan, 1987; Nettleton, 1995).
3.5.1 Class and women ^ s lay concept o f health linked to diet
Inequalities in health among the different social groups have been highlighted in 
section 3.2, and socio-economic status was found to be associated with food 
behaviour, although weaker in women than men (Roos et al., 1998). Maintaining 
health is linked to food consumption, and this is especially evident among women in 
the middle class. Calnan (1987:106) found in his study of 60 women (30 in Social 
Classes I and II, and 30 in Social Classes IV and V), that the middle-class sample 
“saw having a ‘good’ diet as a crucial part of maintaining health” in comparison to 
three-quarters of the working class women, with a greater tendency for middle class 
women to use nutritional vocabulary (e.g. high in fibre; low in fat and carbohydrates; 
wholemeal) compared to working class women who were more likely to describe 
‘good food’ ‘in terms of a cooked meal with meat and vegetables, including potatoes 
or chips’ (Calnan 1987:110). However, Calnan (1987) pointed out that:
The actual link between health and diet was not often articulated by the two 
social class groups. This may have been because it was obvious or taken for 
granted, or because there was no clear theory. (Calnan, 1987:111)
Yet with only limited studies on middle class women’s health and diet, the 
assumption that they are a homogenous group has to be questioned. In fact, Calnan 
(1987) did propose fiirther investigations differentiating gender, age and marital 
status, acknowledging that different groups have varying sets of interests and values. 
Rather than just accepting the general assumption that the middle class are a 
homogenous group with similar understandings of concepts, there is a need to 
consider the diversity within the middle class, and particularly the diversity among 
middle class women in relation to their occupation, employment status, family
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structure and age. This is particularly pertinent in view of the limited number of 
studies on the middle class per se and is the reason for focusing on middle class 
women in midlife in this thesis and their understanding of the concept of health linked 
to diet. Studies have focused on the working class and on both working and middle 
classes (e.g. Charles and Kerr, 1988) will be discussed later in Chapters 4 and 5).
3.6 Summary
The literature presented in this chapter identified the sociological approaches to health 
and diet by providing a historical perspective and examining models of lay health 
maintenance behaviour. An extended firamework of lay health maintenance has been 
proposed for this study. The next chapter will examine the links between health and 
diet by reviewing literature about cultural notions of ‘a healthy diet’ among Chinese 
and English women living in Britain.
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Chapter 4 
Health, Diet and Ethnicity
4.1 Introduction
The previous chapter examined literature on theoretical approaches that seek to 
explain laywomen’s perspectives in understanding and maintaining health and a high 
quality diet, which is also linked to social class. This chapter focuses on health, diet 
and ethnicity, by examining changes in food preferences and the influence of cultural 
values on dietary change (section 4.2). An important part of the literature reviewed in 
this chapter (sections 4.3 - 4.5) presents the backdrop of the traditional Chinese health 
beliefs system that influences the traditional Chinese concept of a healthy diet. The 
literature reviewed will highlight the importance of the relationship between food and 
health for Chinese people, the Chinese health beliefs system and the traditional 
Chinese definition of a healthy diet as the maintenance of equilibrium. This 
background offers an insight into the traditional Chinese daily diet.
Understanding and maintaining health, and a high quality diet in Britain are examined 
in the sections 4.6 - 4.8. The literature reviewed in these sections, examines health 
and everyday diet in Britain, and identifies the notion of a healthy diet that is linked to 
the official UK guidelines, and the common usage of British lay concepts associated 
with a healthy diet. This raises the issue as to whether there may be differences of 
what is considered ‘a healthy diet’ between Chinese and English women. As such, a 
major concern is to investigate whether food consumption behaviour can be attributed 
to cultural health beliefs and practices of food purchase and preparation highlighted 
by the traditional Chinese definition of a healthy diet, and the official British dietary 
guidelines.
4.2 Cultural Influences on Food Choice
In order to assess the significance of ethnic culture on health and diet, the links 
between cultural beliefs/practices and health status require examination. Cultural 
explanations in many research studies have been heavily criticised for their simplistic
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and ethnocentric use of the concept of culture. Ethnic culture has been depicted as 
being unconventional practices and as such implying a deviation from the norms of 
the majority White population (Donovan, 1984; Andrews and Jewson, 1993), and 
with no attempt to analyse the specific ethnic cultural aspects and the social 
circumstances involved that impact on health (Smaje, 1996), or illness (Anderson et 
al., 1989).
The dynamic nature of the concept of culture points to the need to examine cultural 
adaptations beyond the confines of the ethnic group’s assumed static culture, which 
means that one also has to take into consideration the cultural context of the wider 
society in which the ethnic group is located. The situation is made more complicated 
and problematic when comparing an ethnic minority group with the White majority, 
as ‘White’ culture is taken for granted and assumed as a unitary cultural practice 
without research as to what constitutes contemporary ‘white culture’. Smaje (1996) 
argued that cultural differences per se between groups (such as non-whites and 
Whites) is no longer perceived to be tenable as the debate on health inequalities 
moves into the arena of identity and structure.
There are distinct food patterns that are associated with the sociological variables of 
gender, ethnicity, social class and age (Mennell et al., 1992:54; Caplan, 1997a:9; 
Caplan et al., 1998). However, food patterns have to be differentiated between 
patterns of eating (that include the number of meals, timing of meals, saving time (i.e. 
by taking a shorter time to prepare and cook) and saving money)) and the 
consumption patterns of actual constituents of food in everyday diet (e.g. fi*uits and 
vegetables, fish, and other food components like sugar and dairy products). Patterns 
of eating are linked to economies of time and money (although they could have an 
indirect impact on health), whereas consumption patterns of actual foods have direct 
impact on health in relation to the consumption of foods that are nutritional and 
promote health, or lacking in nutrients or high in fats and sugar content that could 
damage health. The latter pattern is the focus of my study.
Studies on the association of food consumption and ethnicity were undertaken in the 
US on groups of Italian Americans, black Americans and Native Americans (Douglas
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1984), and on Italian Americans meals (Goode et al., 1984). The focus was on meals, 
and the assertion that breakfast was viewed by many people to be the least important 
meal of the day (Douglas, 1975; Goode et al, 1984) and would be likely to be the first 
meal (rather than other meals such as lunches and dinners) for which people would 
change their food preferences (Kocturk-Runefor, 1991). However these studies were 
more concerned with the patterns of eating than with the actual type of food 
categories consumed.
Changes in food tastes reflected in changes in food preferences in the twentieth 
century across the social classes in Britain are due to the influence of other cuisines 
(Mennell, 1985; James, 1997). British studies on different ethnic and white groups 
were carried out in the 1990s by Williams (1996) on the Welsh; Bradby (1997) on 
Punjabi women in Glasgow; Harbottle (1997) on Iranians in Britain (who also noted 
that the Chinese's entry into the catering trade changed British tastes); Keane and 
Willetts (1996) and Caplan et. al. (1998) on White British and Afi-o-Caribbeans; and 
Williams et al. (1998) on South Asians and Italians in Glasgow.
Social anthropologists Keane and Willetts (1996), who worked in South East London 
interviewing Afi-o-Caribbean/black British and white British (with a total sample of 
158 people) reported that many of their participants thought that there was ‘no such 
thing as British food’ due to the influences of many other foods e.g. Italian, Indian 
and Chinese. When asked to define 'British food', stereotyped meals were given e.g. 
“roast dinner, ‘meat and two veg’, shepherd's pie, steak and kidney pudding or suet 
pudding”, ‘fish and chips’ (ibid:21), and the authors claimed that the concept of the 
'proper meal' remained widespread. 'West Indian food' referred to by the Afiro- 
Caribbean/black British participants, was defined by ingredients (e.g. 'green bananas’, 
‘breadfi*uit’, ‘yam') or meals (e.g. ‘pepper pot soup, sweet potato pudding') (ibid:22). 
A further example of what constituted a healthy 'West Indian cuisine' was 'fi*esh food', 
but 'the traditional emphasis on sweet, highly salted foods and frying was 
acknowledged as unhealthy.' (ibid: 22). The respondents defined food as meals, as 
well as food items. What is regarded as key to healthy eating involved concepts of 
'balance', 'variety' and 'moderation', which will be discussed in section 4.8.2. The 
study found that the majority of participants ate a diet that was reliant on foods from
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different cuisines, although people over 60 years of age ate a more 'traditional' diet of 
British or West Indian meals.
In their study of South Asians and Italians in Glasgow, Williams et al. (1998) 
concluded that the processes of choice were closely linked with cultural values (of 
which the traditional home-prepared cuisine was cited as a cultural value). In relation 
to diet, this study focused on meals rather than individual components of food types, 
but does show that it is the complex balance of individual and collective choice that is 
involved in the process of conserving ethnic cuisine and types of diet. The authors 
alluded to the type of diet (low fat/high carbohydrate) in stating that:
In Britain, the expansion of individual choice does not mean that 
members of ethnic minorities wish to throw over these cultural 
inheritances; rather, they seek to build them in to their strategies for 
living in varied ways. The benefits to be gained by this are apparent: 
it is these cultures [i.e. South Asians and Italians], after all, that 
invented the low fat/high carbohydrate diets now considered ideal for 
health. (Williams et al., 1998: 283)
There is a lack of research on food consumption and health among minority ethnic 
groups compared with Whites. The studies referred to have focused predominantly 
on culture and cuisine rather than the food items that constitute a healthy diet, which 
is the aim of my study.
4.3 The Importance of the Relationship between Food and Health for the 
Chinese
Food is seen as playing an important function in maintaining one's health in Chinese 
culture (Koo, 1984; Ho, 1985; Anderson, 1987). The belief in the use of certain foods 
for optimal health and to treat illness at different stages of the disease process is a 
pattern that is utilised by Chinese families in Hong Kong as reported in the study by 
Chi (1994). Eating specific foods or herbs is a common approach to treating ill health
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(Koo, 1987), with the manipulation of nutrition a major mechanism used by Chinese 
families in treating ill health (Kleinman, 1980).
The importance of the relationship between food and health for the Chinese is 
summed up by Ho (1985:223):
Dietary adjustment for health promotion and maintenance are deeply 
ingrained in the Chinese concept of health and illness. Dietary 
balance and therapy are part and parcel of the Chinese medical 
culture which anchors on the 'Yin-Yang' theory.
Ho’s study, in which the majority of respondents in Hong Kong were middle-aged 
women with low educational attainment (only about one-third had above primary 
education), found that there was a tendency for the more Chinese culturally affiliated 
(i.e. bom in mainland China and attended Chinese-type schools) to have stronger 
traditional Chinese food beliefs.
Lukman et al. (1998) highlighted the link between diet and obesity in Chinese groups, 
claiming that dietary studies have found that dietary fat consumption in China is 
lower than in Western countries, but is currently increasing. They also claimed that 
the Chinese in Hong Kong, Taiwan, Singapore and the USA are consuming larger 
amounts of dietary fat than Chinese in China, and they speculated that this increased 
intake of fat could be due to changing eating patterns from traditional Chinese eating 
patterns to those typical of Westerners, with the possibility of an impact on obesity 
and health among the Chinese in those countries. Although Britain was not on the list 
of countries cited, there is a high probability that the western diet could have a similar 
impact on the Chinese living in Britain, and as such, on Chinese women in my study.
In their UK qualitative study of just over 40 Chinese people living in Britain from 
different social class backgrounds, of whom some were non-English speakers,
Gervais and Jovchelovitch (1998:65), went so far as to claim that:
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... for the Chinese, representations of health and illness cannot be 
separated from a struggle to maintain a Chinese identity and cultural 
inheritance. Everyday knowledge about health and illness is learned, 
transmitted and enacted through the most frmdamental dimensions of 
culture: language, food and family.. .to relinquish traditional health 
beliefs is virtually impossible without fundamentally threatening 
one's identity as a Chinese person.
The assumption here is that Chinese people living in the UK will hold on to 
traditional Chinese health beliefs as to do otherwise would threaten their Chinese 
identity, and the implication is that Chinese cultural health beliefs would have a 
greater influence on the maintenance of health than the acceptance of Western 
medical health beliefs or structural/material factors. It is this very issue that my 
comparative research investigates, that is, the relative influence of the aspects of 
culture and/or structural factors such as social class, gender, and family composition, 
on lay health maintenance behaviour in relation to daily food consumption between 
Chinese and English women in midlife.
Sproston et al. (1999) conducted the first survey of the health and lifestyles of 
Chinese people in England. In this HEA study, (which was informed by the 
qualitative study of Gervais and Jovchelovitch, 1998), 83% of the sample of 1022 
Chinese people were English speakers. The relationship between food consumption 
and health was self identified by 68% of the sample who.
When asked to choose, from a list of factors, which were good for 
their health, the most common response was 'the kind of food that I 
eat'. (Sproston et al. 1999:x)
However, one needs to understand why the Chinese regarded the kind of food that 
they eat as being good for their health, an issue which was not explored in Sproston et 
al.’s (1999) survey. Moreover, this survey also pointed out that “generally there was 
a greater level of agreement to the statement 'Nowadays it is difficult to know what is 
a healthy diet and what isn't.’.” (Sproston et al. 1999:136). About half the sample
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(47%) agreed that it was difficult to know what a healthy diet entailed, with similar 
responses for men and women. Among women, those aged between 50 and 74 were 
more likely to agree/strongly agree 'that it is difficult to know what a healthy diet is' 
(48%) compared to those aged between 30 and 49 (43%).
These are major issues to be addressed in my study: to investigate the understanding 
of a 'healthy diet' and why English-speaking middle class women of Chinese origin, 
claim that certain foods are 'good' for their health i.e., whether they were adhering to 
the traditional Chinese concepts of hot-cold components of the foods and/or to 
western nutritional knowledge. These issues were neglected in the Sproston et al. 
(1999) survey.
4.4 Studies on Chinese Health Beliefs System
As this thesis is a comparative study of Chinese and English women’s food 
consumption, this section examines studies on Chinese health beliefs system. At the 
heart of the Chinese health beliefs system is Traditional Chinese Medicine. This form 
of Chinese medicine is based on the humoral system relating to the four bodily 
humours (fluids) or, more simply, the hot-cold components of a humoral theory. 
Humoral theories using hot-cold concepts of health care vary among different folk 
cultures worldwide (Manderson, 1987; Anderson, 1987).
Traditional Chinese Medicine based on humoral medicine is currently well utilised in 
countries like China, Korea, Taiwan, Hong Kong and Singapore (Anderson, 1987; Ho 
et al., 1984; Ho, 1985; Koo 1984,1987), and described as follows:
Chinese medicine ... can be divided into the traditional types which 
consist mainly of herbs but also of animal parts and minerals; and the 
patent forms imported from China. Chinese patent medicine has 
gained popularity in recent years [in Singapore] because of the wide 
range of products available and the low price compared to the 
exuberant [exorbitant?] cost of the herbal form. Therefore, there is a 
wide choice ... for self-treatment. (Ho et al., 1984:745)
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Traditional Chinese Medicine is used more by the less educated and poorer section of 
those communities (Koo, 1984,1987), who appear not to be aware of the possible 
adverse side effects of self-medication (Lam et al., 1994). However, it has been 
forgotten to a large extent by the young people in the North of China, and is not 
common in Japan. (Anderson, 1987).
Traditional Chinese Medicine is used in conjunction with western medicine but at 
different stages of an illness, generally as a preventative, as an initial remedy, and at 
the recuperation stage of the illness when western medicine is no longer able to help. 
Thus the belief in the use of certain foods for optimal health and to treat illnesses at 
their different stages and the utilisation of western style health care services at other 
stages is a pattern that is adopted by the Chinese, and in this way it is integrated into 
modem medical health care systems in countries in the Far East (Chi, 1994; Koo 
1984; 1987).
4.5 The Traditional Chinese Definition of a Healthy Diet as the Maintenance of 
Equilibrium
The traditional Chinese definition of a diet that is regarded as healthy is based on 
humoral medicine that has a long established history and is well documented 
(Kleinman et al., 1975; Manderson, 1987; Unschuld, 1987). Nutrition therefore 
played an important part in Traditional Chinese Medicine (Chang, 1977; Anderson, 
1988).
The theoretical system of humoral medicine integrates food, drink and health. Health 
is depicted as having a sufficient vital source of energy flowing through one's body. 
As food is an important source of energy, it is essential to consume the types of food 
and drinks that produce this energy. However, the importance of balance between the 
elements of'yin' and 'yang' (the negative and positive principles in nature (Ho, 
1985:223)) is cmcial. The consumption of food items which are categorised as 
'hot/cold' concepts, are chosen to maintain the internal balance within the body. The 
'hot/cold' concepts do not equate with the actual temperature of the food items. Health 
is regarded as a state of body equilibrium depicted as a range of states between the
47
two extremes - "hot" and 'cold'. It is a continuum of acceptable states and not a fixed 
point. Thus people have different acceptable states of equilibrium at various stages of 
life. The state of equilibrium at each stage is expressed as a person's unique 'body 
base' which is partly determined by inheritance, age and sex. This makes it necessary 
to select the appropriate types of food to maintain good health at the various life 
stages. Wheeler and Tan (1983) categorised the differences as:
Essentially, the younger one is, the 'hotter' is the 'body base'. Elderly 
people are 'cold', pregnant women become 'hotter' as pregnancy 
progresses because of the 'hotness' of the growing foetus within. The 
adult male is nearest to the most desirable equilibrium state, and he 
has the broadest 'tolerance'; that is, he can cope with the greatest 
extremes of'hot' and 'cold' in his diet and surroundings. (Wheeler and 
Tan, 1983:85-86)
In order to maintain good health and prevent illness, Chinese families who adopt this 
practice, would first and foremost seek to alter their food intake to maintain their 
body's state of equilibrium (Kleinman, 1980; Anderson, 1987; Ho, 1985; Koo, 1984, 
1987; Wheeler and Tan 1983).
Essentially, health is perceived as a property of a human being that requires continual 
maintenance, which, as Smaje and Le Grand (1997:494) suggested, differs firom 
western beliefs that view health as a state disrupted by periods of illness that require 
clinical intervention. This attitude was suggested as a reason for Chinese people to 
depend less on seeking medical care and to resort in the first instance to adjusting 
their everyday diet to prevent or cure illness. The point is whether this traditional 
Chinese health care attitude still applies among middle class midlife Chinese women 
living in the UK.
Details of food properties and their categorisation according to the traditional Chinese 
concepts such as ‘hot’ and ‘cold’, can be found in research studies of the Chinese in 
the UK that focused on the elderly (Chan, 1991), and on families with infants 
(Wheeler and Tan, 1983). These studies showed that Chinese respondents adjusted
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their everyday diet to prevent or cure illness, thereby implementing the traditional 
Chinese concept of a healthy diet. Gervais and Jochevotich (1998) also showed that 
adherence to a traditional Chinese definition of a healthy diet is maintained by many 
Chinese people of various age groups living in the UK. However it should be noted 
that the adults in these studies were predominantly Chinese speakers only, and not 
English speakers. Whether this adherence to a traditional Chinese definition of a 
healthy diet is also utilised by middle class English-speaking Chinese women living in 
the UK is a key issue in my study.
4.5.1 Traditional Chinese concepts o f foods
There are a number of common food concepts that are categorised along the same 
principles of maintaining balance within the body. These include "hot-cold', 'neutral', 
'tonic' and 'poisonous/toxic'. Hot-Cold concepts are applied to food items which are 
classified according to their properties of'hot' ('heaty', "heating') and 'cold' ('cooling') 
which refer to the effects on the body and not necessarily to the temperature of the 
food. These classifications are generalisations according to shared salient features.
Heating foods are typically high-calorie, cooked by high heat, 
burning to the mouth, or of hot red, orange or yellow colors. Cooling 
foods tend to be low-calorie, raw or cooked at low temperature, 
soothing, or cool green or white in color. (Anderson, 1987:331)
Food items classed as "hot" or "heaty" are rich in protein (e.g. meat), oily, and spicy 
(e.g. chillies). The way food is cooked is also classed in a similar way, e.g. cooking 
by high heat. On the other hand, food items classed as 'cold' or 'cooling' are mostly 
finit and vegetables. Types of dishes are also categorised in the same way, e.g. soups 
have 'cooling' properties. Balanced or neutral concepts are applied to staple foods. 
Boiled rice is classed as neutral or perfectly balanced (Anderson, 1987:331) and so is 
wheat noodle, although some people also include pork, chicken and fish (Gervais and 
Jovchelovitch, 1998). Some foods are classed as 'tonic' because of their energising 
qualities. These include food items such as various forms of high quality protein like 
meats, poultry, sea food, eggs or offal as well as preparations firom root extracts.
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wines and herbs (Koo, 1984:757). On the other hand, food items referred to as 
'poisonous or toxic' are considered to be harmful to those who are least able to cope 
e.g. the sick, children, and women after childbirth. These include shellfish, duck and 
goose (Wheeler and Tan, 1983:88).
Cooking methods such as boiling, stir-frying, steaming, stewing, grilling, roasting and 
deep-frying, are classed along similar principles, ranging from 'cold' through 'neutral' 
to 'hot' (with ‘boiling’ categorised as ‘cold’ through to ‘stir-frying, steaming and 
stewing’ as ‘neutral’ and ‘deep-frying’ at the extreme end of the continuum, as ‘hot’). 
Furthermore, cooking methods can also modify or enhance the properties of food 
(Wheeler and Tan, 1983:87; Gervais and Jovchelovitch, 1998). The importance of this 
classification system is that, by and large, it stands intact as a system while it allows 
slight variations among individuals, families, regions, and even Chinese societies 
worldwide.
The knowledge of Chinese concepts of foods, such as 'heaty/cooling' (or ‘hot/cold’), 
'toxic/tonic', and their use in food purchase and consumption will be asked in my 
interviews with Chinese women. This is to confirm that they understood the 
traditional Chinese definition of healthy food consumption through food modification 
in order to maintain good health, and to verify to what extent they use this dietary 
system. However, "healthy' food consumption could be implicit rather than explicit. 
Fieldhouse (1996:3) pointed out that, on the whole, individuals are unconscious of 
their culture which is learned including food habits 'acquired in early life and once 
established are likely to be long-lasting and resistant to change'. This will be 
examined in the analysis of the Chinese respondents' actual food consumption.
4.6 Health and Everyday Diet in Britain
The western diet identified in the British context that is based on the nutritional 
properties of foods is contrasted to the traditional Chinese diet based on the 
maintenance of equilibrium of food properties (section 4.5). Most sociological and 
anthropological research studies on traditional British food (James, 1997; Keane and 
Willetts, 1996; Caplan et al., 1998) are based on cuisines rather than on actual foods
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that are consumed daily. However, some traditional English meals do illustrate the 
food components, such as meat and vegetables, identified as ‘meat and two veg’ 
(Keane and Willetts, 1996; Charles and Kerr, 1988; Murcott, 1982), followed by the 
consumption of desserts which are generally high in fats and sugar.
There is a vast and substantial range of research studies firom different perspectives in 
various disciplines on health and food (Murcott, 1998b), and on food policies 
(Mennell et al., 1992:40). Food consumption and its implications is a subject in 
multidisciplinary social science research which has included disciplines such as 
economics, educational studies, human geography, marketing (part of business 
studies), media studies, nutrition science, psychology, social administration, social 
anthropology and sociology (see Murcott, 1998a).
Many of the disciplines have undertaken research in this field for a considerable time, 
but nutrition science has had a particularly significant impact. For instance, the 
historical process of nutrition and dietary change firom the early period of the First 
World War showed that there were different views on the potential of nutrition 
science to change the food practices of the British population (Smith, 1998). In spite 
of the confusion arising fi*om contradictory dietary information (Gregory, 2000, citing 
McKie et al, 1993), nutrition science has enabled the government to recommend 
programmes about lifestyles and healthy diets in order to maintain good health and to 
prevent illnesses (a point raised by Gregory, 2000, citing the work of Wilson, 1989 
and Graham, 1979). For example, a government policy document such as 'The Health 
of the Nation: A Strategy for Health in England' (Department of Health, 1992) was 
aimed at reducing cardiovascular disease and obesity, and what constitutes a healthy 
diet was recommended in 'Eight Guidelines for a Healthy Diet' (HEA, 1997)(see 
section 4.7.1).
However, prior to the early 1980s sociologists 'paid the matter virtually no sustained 
attention' (Murcott, 1983a: 1), and the research undertaken has been recent by 
comparison (Charles and Kerr, 1988; Mennell et al., 1992). The point that the 
sociological study of food and eating is a recent arrival compared to the research
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interests from other social sciences has been reinforced again by Mennell's foreword 
in Germov and Williams, (1999).
In the mid 1990s, a major multidisciplinary research programme in the social sciences 
('The Nation's Diet: The Social Science of Food Choice', Murcott, 1998) was funded 
by the Economic and Social Research Council (ESRC). The key question for all the 
projects involved in the programme was 'Why do people eat what they do?' which 
elicited complex answers illustrating the diversity of the underlying interpretation of 
'food choice' e.g. in relation to ethnicity and food choice in its cultural context 
(Williams et al., 1998) (see section 4.2).
4.7 A Healthy Diet in the British Context
The term 'diet' used in this thesis is defined as 'the kinds of food that a person or 
community habitually eats' (The Concise Oxford Dictionary, 1999: 399), i.e. everyday 
food consumption. It does not mean the restriction of food to lose weight.
Government reports such as the National Advisory Committee on Nutrition Education 
(HEC, 1983) and the Committee on Medical Aspects of Food Policy (DHSS, 1984) 
highlighted health as an issue in relation to food consumption, and argued for the 
reduction of fat, sugar and salt consumption and the increase of fibre intake. The idea 
of healthiness has gained prominence in the last decade or so in Britain, urged on by a 
vast number of other nutritional and government reports and recommendations about 
changes in food consumption to encourage healthy eating (e.g. HEC, 1983; DHSS, 
1984; Secretary of State for Health, 1992), not to mention a lot of opportunistic 
commercial advertising. This spate of nutritional policies was promoted from the 
1980s. They were initiated by the Food and Agriculture Organisation (FAQ) and the 
World Health Organisation (WHO) which urged countries to develop national food 
policies aimed to prevent illness and to inform the public about the importance of a 
diet that included more fruit, vegetables and fibre and less fat, and to regulate the 
safety of food products in the food industry (Mennell et al., 1992).
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4.7.1 The official UK guidelines to a healthy diet
The result of government recommendations culminated in the 1997 Health Education 
Authority's ‘Eight Guidelines for a Healthy Diet’ that are:
1. enjoy your food
2. eat a variety of different foods
3. eat the right amount to be a healthy weight
4. eat plenty of foods rich in starch and fibre
5. don't eat too many foods that contain a lot of fat
6. don't have sugary foods and drinks too often
7. look after the vitamms and minerals in your food
8. if you drink alcohol, drink within sensible limits.
The Guide pointed out that although each person will require a different amount of 
calories, e.g. women tend to need less energy (calories) than men; older people less 
than adolescents; light people less than heavy people; and a less active person requires 
fewer calories than another who is more active, nevertheless there are set 
recommendations on the relative proportions of food fi*om the five main food groups 
(HEA, 1997:8). The development of the National Food Guide was based on the 
nutritional criteria outlined by Gatenby et al. (1995:333), who claimed that the 
method of calculation was a 'logical and objective means of establishing the relative 
proportions of food to be consumed firom each of the five food groups'. Their 
illustration (Table 4.1) shows the segment sizes expressed as a percentage of the total 
surface area [e.g. of a plate] as an ideal relative consumption of different foods.
The description of'The five food groups' identified the food items, the main nutrients 
and the recommendations for the amounts to eat (i.e. 'Bread, other cereals and 
potatoes' and 'firuit and vegetables' as 'lots'; 'milk and dairy foods' and 'meat, fish and 
alternatives' as 'moderate', and 'foods containing fat, foods containing sugar' as 
'sparingly') (HEA 1997:6; Gatenby et al. 1995). The Eight Guidelines for a Healthy 
Diet stated that 'A balanced diet contains at least five portions of finit and vegetables 
a day' and examples of what constitutes a portion were given (HEA 1997:12). The
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official guidelines for a healthy diet were developed by nutrition scientists and 
promoted extensively to the public.
Table 4.1 Segment size expressed as a percentage of the total surface area
Bread, other cereals and potatoes 33%
Fruit and vegetables 33%
Meat, fish and alternatives 12%
Milk; and dairy foods 15%
Fatty and sugary foods 8%
Total 101%
(The sum of 101% results fi om rounding of the individual values.)
(Source: Derived from Gatenby et al. (1995:333) Table 3)
In the Department of Health’s document ‘Our Healthier Nation’ (DoH, 1999) with ten 
recommendations to better health, the second recommendation is related to diet i.e. to 
follow a balanced diet with plenty of fruit and vegetables. It is against this backdrop 
of nutritional information developed in the last two decades that my research study 
will examine whether Chinese and English women aged between 40 years and 60 
years old are knowledgeable about such nutritional guidelines. However, to the extent 
that Chinese women respondents have arrived in England in the last few years, they 
would not have been immersed for a long period in this intensive dietary health 
promotion environment.
4.8 U.K Lay Concepts of a Healthy Diet
There are a number of concepts that people use to describe their everyday diet 
particularly in terms of what they regard as a healthy diet. 'A healthy diet' is regarded 
as 'promoting good health' (The Concise Oxford Dictionary, 1999:656). Concepts 
such as 'a proper meal', 'a balanced diet', 'variety', 'moderation', 'natural and fresh' and 
nutritional terms have been identified in studies on health and diet.
4.8.1 W proper meaV
Various studies in the UK have identified the concept of a healthy diet as 'a proper 
meal' (Charles and Kerr, 1988; Murcott, 1982; Keane and Willetts, 1996). The
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'proper meal' is seen as consisting of meat (sometimes fish) and two vegetables and is 
regarded as the main meal of the day, the cooked dinner. Although 'a proper meal' is 
deemed a healthy meal, it encompasses more than the food contents, and includes the 
setting, behaviour during the meal, the presence of all family members, cooked by 
women, and its provision reveals the complex power relations within the family 
(Charles and Kerr, 1988)(also see Chapter 5, section 5.4). An Australian study 
(Lupton, 2000:106) found that ‘a proper meal’:
...stood for positive values such as health, security, predictability, the 
close and happy family unit, parental caring and love.
As my study focuses primarily on the actual food constituents rather than meals, this 
concept will not be explored in depth. However this is a common concept found in 
studies on health and diet in England to describe a healthy diet, but it is less clear 
whether ‘a proper meal’ still has the same meaning especially among midlife middle 
class women.
4.8.2 *Balance% ^variety* and ^moderation*
\
Notions of'balance', 'variety' and 'moderation' are also used to describe a healthy diet. 
However, what people understand by these terms differs. In the study by Charles and 
Kerr (1988), ideas about 'variety' and 'moderation' in a diet are thought to guarantee 
its goodness or implied healthiness. Around a third of their respondents regarded a 
balanced diet in terms of 'a bit of everything' rather than in terms of nutrientis. It was 
more common for them to specify some foodstuffs as being essential for a balanced 
diet e.g. vegetables and meat were the items most firequently mentioned, followed by 
finit and dairy products (especially milk). Fewer women mentioned eggs, fish and 
cereals, and fewer still mentioned sugar or sweet food.
Furthermore, the adage 'everything in moderation' was used as a coping strategy to 
live one's life. This was a way of dealing with official recommendations about diet 
that would thus offset the confusions surrounding what is a healthy diet (Lupton and 
Chapman, 1995). In Lupton and Chapman’s (1995:477) study that investigated media
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coverage of and the lay public's response to recent diet and cholesterol control 
controversies in Australia, the respondents felt the need to 'work' at being healthy, 
thus juggling what the researchers describe as 'the dialectic of health as control and 
health as release.'
The key element in the majority of definitions of healthy eating in the study by Keane 
and Willetts (1996) was 'balance'. The researchers regarded this concept as being 
parallel to the value of a 'balanced diet' used by health educators. Although the term 
was often used, people found it difficult to explain what they meant, and often 
contrasted 'balance' with 'excess' (which was regarded as continuous consumption of a 
limited range of foods). Likewise, 'moderation' and 'variety' were key concepts to 
healthy eating and contrasted negatively with excess consumption. It would appear 
that balance was a process that was 'on-going'.
People have also justified their behaviour by using the concept of ‘balance’.
In the social organisation of health within the family these concepts 
of balance and the avoidance of excess found practical expression in 
trade-offs. These were employed to cope with situations where 
behaviours occurred which might be ‘healthy’ for one member but 
not for another; and where, as for many respondents, contradictions 
existed between ‘healthy’ and ‘unhealthy’ items in an individual’s 
behavioural repertoire. In lay systems of constructing health a 
common pattern seemed to be that respondents traded-off a ‘good’ 
behaviour for a ‘bad’ behaviour to balance out their overall health 
rather than being moderate or conformist over a wide range of 
behaviours. (Backett, 1992:272)
Backett (1992) found that the notion of balance was understood as ‘trade-offs’ 
between ‘good’ and ‘bad’ behaviour that extended to food consumption.
Macintyre (1998) advanced the concept of'balance' further by locating it in the 
context of risks to health:
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Health or safety risks were balanced against other criteria for food 
choice such as habit ('what I grew up with'), preferences (the desire 
for chips or creme eggs), practicality (time and money), and identity 
(as a young person, a man, mother, sportsman, or Scot). In some 
cases this related to a broader idea of a healthy diet being a balanced 
diet, or of the importance of dietary moderation, an underlying 
principle that has also been reported from other studies (Blaxter and 
Paterson 1983; Homans 1983). (Macintyre 1998:248)
As Gregory (2000:41) pointed out 'A healthy diet has come to mean something 
beyond its component properties, by implying behaviour which is in balance and in 
moderation'. On the other hand, it is important to note that the notion of'balance' in 
the traditional Chinese dietary practice, as elaborated in section 4.5, is different from 
the concept of balance used by western nutritionists, and also different from that used 
by some lay people in Britain. Moreover, as mentioned previously, there is a possible 
link of a 'balanced' diet to the concept of health as a state of equilibrium, which was 
identified by Herzlich's (1973) middle class respondents. This has led Calnan,
(1987:112) to comment that, “A 'balanced' diet may help maintain or restore balance 
or equilibrium in health.” These research studies have highlighted the importance of 
obtaining the respondents' understanding of the usage of common terms, and the 
significance of obtaining underlying meanings, within and between different social 
and ethnic groups.
4.8.2.1 'Natural' and 'Freshness'
The concepts of'natural' and 'fresh' were also closely linked to the women's positive 
attitudes towards food, and convenience foods were regarded negatively as they do 
not possess the qualities of naturalness and freshness. Furthermore, in relation to 
'proper meals' and healthy meals, not only were they composed of meat or fish and 
vegetables, it was also important for women respondents that they were made with 
'fresh'ingredients (Charles and Kerr, 1988:128).
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Healthy eating was also associated with 'fresh food' in contrast to processed food 
which was seen as unhealthy, although processed food was consumed because of time 
and convenience (Keane and Willetts, 1996:42).
The concept of freshness of food was also highlighted by Pill (1983). She found there 
were significant differences 'within a very homogenous group of working class 
mothers' between those whom she referred to as the 'Lifestyle' group who accepted 
the contribution of individual behaviour to illness, and the 'Fatalists' who were more 
likely to express external causes of illness over which they had no control. The 
'Fatalists' viewed health as absence of illness or in functional terms. Although she 
found that the most common definition of'good food' was 'fresh food' for both groups, 
fresh food was linked more to intrinsic goodness and better taste in an unspecified 
way by the fatalistic-oriented group, and linked more specifically to vitamins by the 
lifestyle-oriented group who were also suspicious of processed food. Finding 
significant differences within a working class group raises the issue of the possibility 
of finding significant diversities not only between the middle-class Chinese and 
English women, but also within these two groups.
It has been shown that there are a number of lay concepts associated with a healthy 
diet that are in common usage. However, the studies cited also showed the vagueness 
surrounding these terms when respondents were pressed to define what they meant. 
The differences in meaning highlights the importance of not taking at face value that 
people interpret common terms in the same way, or from a nutritionist's perspective.
It is important to understand respondents’ ideas of the underlying meanings of some 
of these concepts, e.g. the notion of ‘a proper meal’ and the notion of ‘balance’, and 
how these relate to lay concepts associated with a healthy diet.
4.9 Discussion and Summary
The studies on health and diet reviewed in this chapter show that the food people eat 
is influenced and constrained by many factors. The complexity of the inter­
relationships between the different factors that build up the web of experiences in 
human life cannot be underestimated, as Macintyre et al. (1998:238) pointed out:
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The public is not a homogeneous mass, but comprises many different 
groups and individuals who use different contexts and experiences 
when making decisions. We found that age, gender, income, 
personal experience, national identity, and broader aspects of identity 
(such as desired body image or persona) were associated with 
respondents' reported eating habits and with what they said about diet 
and health.
An important issue that has been highlighted is that the homogeneity of social groups 
cannot be assumed (Chapter 3, section 3.5.1). Moreover, there is a wide range of 
important influences (Chapter 3, Figure 3.1) on the consumption of a high quality 
diet. By controlling some of the diversities of socio-economic factors (such as social 
class, occupational group, employment status), life stage and family structure (in 
relation to children and Hving arrangements) in the sample of respondents, this study 
aims to better understand the extent of the significance of cultural and structural 
factors that impact on the daily food consumption of middle class Chmese and 
English women in midlife.
There is limited sociological research that compares different ethnic minority and 
white groups in terms of their health and diet, particularly in the actual food content of 
their everyday diet. As Mennell et al. (1992:46) stated:
The scope for further sociological study of beliefs that may link food 
and health is considerable. An ethnonutritional stance could valuably 
investigate the manner in which modem dietary advice is 
incorporated, modified or ignored m belief systems of different 
segments of industrialised populations.
This chapter highlighted the importance of the relationships between health, diet and 
ethnicity, by reviewing the literature on Chinese and other ethnic groups. The 
literature reviewed showed the importance of the relationship between food and 
health for the Chinese with specific reference to the traditional Chinese healthy diet 
oriented towards the maintenance of equilibrium. By also examining the UK
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government’s official recommendations for a healthy diet (HEA, 1997; DoH, 1999), 
the chapter thus highlighted two distinctive cultural conceptions of a healthy diet in 
Britain, and demonstrated UK lay and ethnic perspectives in understanding and 
maintaining health through food consumption. The main theme of cultural influences 
was presented to inform the analysis of data in the later chapters of this thesis. The 
next chapter will review literature on theoretical approaches addressing the notion of 
gender and gender differences in behaviour relating to family responsibilities for 
everyday food consumption.
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Chapter 5
Health and Diet: Gender and Family Responsibilities
5.1 Introduction
The aim of this chapter is to examine gender differences in behaviour relating to 
everyday food consumption, and more specifically, in relation to gender and family 
responsibilities. The chapter reviews literature on theoretical approaches to the 
understanding of gender, and explore women’s nutritional beliefs, attitudes, and 
knowledge, and how women apply their nutritional knowledge to their food 
consumption. Literature on gender differences in food consumption is reviewed with 
reference to gender, diet and body image. The major theme in this chapter is the 
influence of the gendered nature of family responsibilities on food provision and 
preparation on the daily diet of women and their families, with particular reference to 
vegetarianism. A range of literature is presented that highlights women’s 
responsibilities in relation to implementing the notion of gendered ‘caring’ in support 
of family health and well-being. An important theoretical aspect that is reviewed at 
the end of this chapter is the impact of women’s multiple roles on women’s health and 
the implications for their food consumption. The difference in family structure of 
women living with their families who have multiple roles and women living alone 
with fewer roles is emphasised as an important issue to consider.
5.2 Understanding Gender
If the sex of a person is biologically determined, the gender of a 
person is culturally and socially constructed. (Abercrombie et al.,
2000:149)
There are many theoretical approaches that have focused on gender. These range 
fi*om sex-role theories, feminist theories of patriarchy and inequality, theories of 
identity, Foucault’s theorization of the notion of power as a set of relations in which
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all participants are connected, to Bourdieu’s theory of social practice and his notion of 
cultural capital (see Charles, 2002). Charles (2002:18) pointed out, that:
Sociological theorizations of gender at the beginning of the twenty- 
first century are therefore marked by a tension between materialist 
and idealist theories and between those which take gendered power as 
fundamental to gender relations and those which focus simply on 
difference.
Instead of explaining and analysing the notion of women’s oppression in terms of 
systems and structures (Arber, 1989), which is closely associated with gender 
differences in ill health (Arber, 1991,1997), issues of the social construction of 
gendered identities have been prominent in research studies, and as Charles (1996:4) 
noted:
The notion of oppression was not abandoned but, instead of analysing 
it in terms of structures and systems, the construction of gendered 
subjectivities and identities was problematised; the focus shifted from 
class to culture, from structure to agency, from a concern with 
systematic gender divisions to a concern with gender identities based 
on difference (Barrett, 1992). Feminist identity politics tended to 
foreground individual behaviour and lifestyle rather than structures of 
oppression. Consumption and culture became the focus rather than 
production and employment.
Culture is central to identity politics. Identity formation is bound up 
with culture, different cultures or sub-culture being associated with 
different identities.
Charles therefore argued that the research emphasis has moved from the social 
relations that place individuals in relative positions to one another, to a focus on 
identities and consumption.
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The distinction between a focus on ‘inequality’ and on ‘difference’ was also made by 
Morgan (1999:25) as ‘a continuing tension between gender as difference and gender 
as inequality’ with the former more influenced by cultural research, and the latter by 
feminist researchers concerned with divisions and inequalities in society.
Nevertheless, following an overview of sociological researches in the late 1980s, 
Arber (1993) argued that researching inequalities of resources within the household 
has highlighted sociological issues of inequalities linked to class, gender and age.
5.2.1 Social practices and social structures
This chapter focuses on the notion of gender as an approach to understanding family 
responsibilities associated with diet. In examining gender and family responsibilities, 
further clarification is needed as to how women understand and experience their 
family responsibilities. Morgan (1996) advanced the notion of ‘family practice’ by 
suggesting the need to study families as ongoing processes of individuals’ behaviour 
involved in ‘doing’ everyday tasks and activities. Such family practices were located 
in social contexts observable by others, and comprised fluid yet routine everyday acts. 
He contrasted this ‘active’ process with the notion of the family as a ‘structure’, 
which he depicted as ‘static’ and ‘concrete’ (Morgan, 1996:189).
On the other hand, in their study about the lives of step-families, Ribbens McCarthy et 
al. (2003) considered the issues surrounding the notions of ‘family structures’ and 
‘family practices’ by questioning to what extent ideas about ‘individualisation’ and 
‘démocratisation’ were involved in the parenting process. They concluded:
Despite the fact that step-families may be seen as in the vanguard of 
family change and the shift towards individualised democratic 
families, our work has shown that key and long-standing issues of 
gender, generation and social class still act as powerful mediators of 
meaning in how people understand and experience their (step-)family 
lives. They are very much alive in the here and now, rather than 
being living dead. (Ribbens McCarthy et al, 2003:147)
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Thus social structures of gender and social class continue to influence the experiences 
of (step-)family life.
A key issue in my study is to investigate whether, and to what extent, social structures 
such as gender and family influence what women eat daily. Hence it is necessary in 
the first instance to understand the concept of gender.
5.2.2 An approach to understanding gender
This section highlights the approach to the understanding of gender as posited by 
West and Zimmerman (1987) in their notion of ‘Doing Gender’, in which the 
researchers stated:
... we conceive of gender as an emergent feature of social situations: 
both as an outcome of and a rationale for various social arrangements 
and as a means of legitimating one of the most fundamental divisions 
of society. (West and Zimmerman, 1987:126)
This notion was forcefully put as.
We argue that gender is not a set of traits, nor a variable, nor a role 
but the product of social doings of some sort.. .We claim that gender 
itself is constituted through interaction... .and thus [can] be seen as 
“natural”, while it is being produced as a socially organized 
achievement. (West and Zimmerman, 1987:129)
‘Doing Gender’ thus is understood as established patterns of everyday behaviour 
recognisable as feminine and masculine which appear to be natural. Hence this 
gendered nature of behaviour is often used in justifying inequality between men and 
women.
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5.3 Health, Diet and Gender
Many studies on health and diet have focused on gender differences and the analysis 
of why these differences occur. This section describes certain gender differences of 
food consumption: first, in relation to nutritional beliefs and attitudes, knowledge and 
practice, highlighting the notion of ‘a healthy diet’ in the literature; and second, in 
relation to diet and concerns about body image.
It is acknowledged that the relationship between gender and food related activities is 
complex (Charles and Kerr, 1988; Caplan, 1997a). Nevertheless a number of food 
patterns have been identified.
5.3.1 Gender differences in diet
In The Dietary and Nutritional Survey of British Adults (OPCS/SSD, 1990) 
differences in food consumption between men and women were noted that:
.. .there are indications that women were more likely than men to 
have chosen food items which have a 'healthy image'; more women 
ate wholemeal bread, reduced fat milk, salad vegetables and fresh 
fruit. A similar influence may be seen in that women were less likely 
to have eaten fried white fish, sausages, meat pies, and chips but, on 
the other hand, more women than men had eaten confectionery 
during the week. Men consumed greater amounts of most foods than 
did women, but women ate relatively large amounts of vegetables, 
other than potatoes, and j&uit. (OPCS/SSD, 1990:41)
Women do consume more vegetables and firuit, while men eat greater amounts of 
most foods. This is endorsed in other studies (Sen, 1981; Brannen and Wilson 1987; 
Charles and Kerr, 1988; DeVault, 1991, Department of Health, 1991). Women are 
more likely to reduce their food consumption as a method of reducing weight 
(Rissanen et al., 1988), and because of concerns about body image (Turrell, 1996).
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Gender differences in food preferences have focused on two major food types, i.e. 
(red) meat consumption and consumption of fruit and vegetables. In an examination 
of the few available quantitative studies that compared the food preferences of men 
and women, Turrell (1996:131) claimed that despite the limited number of studies, the 
data indicated that ‘Women appear to consistently report that they prefer salads, fruit 
and vegetables and other foods which are comparatively low in calories more highly 
than men.’ While acknowledging that the data for men was less consistent, he 
claimed that the quantitative evidence indicated that men were more likely to indicate 
their preference for certain foods such as ‘meat and meat products, milk and many 
savoury/spicy foods’ (Turrell, 1996:131), although there was inconsistent and 
contradictory evidence in relation to foods high in sugar. His examination of these 
studies led him to suggest that in terms of food preference, women were more likely 
to prefer foods and meals which were noted by the current standards to be important 
for good health, in contrast to men who were more likely to prefer foods and meals 
that were not recommended as health promoting.
One classic factor highlighted by many qualitative studies remains, and that is women 
were likely to eat less meat than men (Charles and Kerr, 1988), and particularly are 
less likely to eat 'red meat' than men (Chapman 1990, Bourdieu, 1986; Delphy 1979). 
Male heads of households generally receive more of the higher status foods such as 
red meat (Twigg, 1983). Twigg (1983) argued that food is part of a gendered 
hierarchy with red meat at the top of the hierarchy, regarded as masculine food 
capable of increasing men’s potency and physical strength. This is compared to the 
feminine white foods such as chicken and fish that have lower status, and foods such 
as finit and vegetables at the bottom of the hierarchy.
In looking at gender and class, working class men are found to consume more meat 
(with manual unskilled workers having the highest meat consumption) than middle 
class men (professional/management males), but there is little difference among 
women across the social classes (Charles and Kerr, 1988). The situation in the 1990s 
showed that more people are choosing to eat less meat as a moral issue (e.g. because 
of the rejection of animal slaughter; poor animal welfare; and the high and wasteful 
ecological costs of animal husbandry). It was also noted that half of all British
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women claimed to be 'eating less meat' than in the past (Fiddes, 1991:29), and the 
absolute numbers of vegetarians, vegans and those avoiding the consumption of red 
meat, have risen. But the sales of meat have not decreased due to the growth of fast 
foods, which has led Fiddes (1997) to argue that it is not necessarily the case that the 
consumption of meat is definitely on the way out although ‘it is possible ... but not 
inevitable’ (Fiddes, 1997: 264); she has contended that humane animal husbandry 
may bring about a reversal in the growth of vegetarianism.
A quantitative analysis of 421 people (177 men and 244 women) by Beardsworth et 
al. (2002:487-8), found contrasting patterns relating to food beliefs, practices and 
preferences between men (whom the researchers describe as ‘having fewer moral and 
ecological misgivings related to eating’ and exhibiting a ‘robust’ and ‘conservative’ 
view of eating), and women (who exhibit a more ‘virtuous’ and ‘caring’ pattern of 
food preferences and consumption than men). Beardsworth et al.’s (2002) study 
found that men were more likely to favour meat consumption and the traditional 
British ‘cooked dinner’ (consisting of meat, potatoes and vegetables), whereas women 
were more ethically concerned about food matters and were more involved in food- 
related tasks.
There is increasing interest in the consumption of red meat from unexpected quarters 
of the population. Due to the popularity of the weight reduction diet. Dr. Atkins’ New 
Diet Revolution (Atkins, 2003) and its endorsement of red meat consumption as part 
of a weight reduction programme, the consumption of red meat has increased in the 
diet of some people who want to reduce their weight. This weight reduction diet has 
been around for over twenty years, but has recently gained greater media/popular 
attention. The outcome of this weight reduction diet on red meat consumption is not 
known, although it probably affects only a small minority.
5.3.2 Nutritional beliefs and attitudes, knowledge and practice
Studies in the 1980s (Thomas, 1980; Murcott, 1983a) noted that women are generally 
thought to have a fairly well informed knowledge of nutrition, but they may not put 
that information into practice because of social norms and practices. Women tend to
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be faced with the conflict of their personal food preferences and their beliefs of what 
is assumed good for the family (such as ‘a proper meal’ or ‘cooked dinner’ (see 
Charles and Kerr, 1988), and this conflict may stop them from making changes that 
are more in line with their own personal food preferences that are likely to be of a 
higher nutritional quality (Wood, 1995).
These social norms and conventions relate to the many influences and constraints that 
are highlighted in section 5.4, as well as to the constraints of time, money, 
environment, and the influences of a woman's individual upbringing within the family 
and in the wider society. As Murcott (1983a:2) commented:
What is eaten, how it is cooked and served, the range of choice, who 
does the preparation, all are also a matter of material and social 
relationships. They are integrally located in a hierarchical social 
structure where power, wealth and freedom of choice are unevenly 
distributed.
However, Charles and Kerr (1988:114) pointed out that although almost all their 
women respondents felt that food was important to health they found it difficult to 
elaborate this relationship. Their nutritional knowledge was uncertain and confused. 
Studies in the late 1980s and early 1990s (Wilson, 1989; Beardsworth, 1990; McKie 
and Wood, 1991; McKie et al., 1993) highlighted the marketing pressures from the 
food manufacturers. The waves of food scares from the media in the late 1980s added 
to the confusion.
In their survey of 420 respondents, Goode et al. (1996:285) found that although ‘64% 
of respondents reported having made dietary changes due to increased awareness of 
healthy eating messages’, in-depth interviews of 75 of these respondents, revealed a 
number of explanations as to why respondents made or did not make dietary changes. 
They found that ‘control’ was a central theme.
Official dietary messages were also shown to be competing with 
other routes to health, in which dietary management formed only one
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aspect of maintaining control over the body.. .In this study, control 
appeared as a central theme to dietary change and associated health 
agendas -  not simply control over ‘health’ and ‘illness’ as 
disembodied concepts, but control over one’s body and one’s 
life... [as] the body is currently being subjected in unprecedented 
ways to scrutiny and redefinition in several cultural fields -  genetics, 
commercial fashion, and gender relations, for example. (Goode et al. 
(1996:297-8)
However, MacIntyre et al. (1998:248) claimed that their respondents:
.. .had some tolerance for uncertainty, and appreciated the need to 
make dietary decisions on the basis of a balance of probabilities 
rather than on absolute certainties. Indeed, part of their scepticism 
about the dietary admonitions of experts seemed to stem firom the 
certainty with which certain 'expert' dietary views were expressed, 
only to be contradicted by other equally certain views at a later date.
They concluded that their respondents actively negotiated what they understood to be 
healthy and safe to eat in interaction with people in their own social networks and 
with the wider media and the food industry. Further information on women's 
nutritional knowledge and practice was discussed by Kemmer et al. (1998:206, citing 
Worsley 1988; Calnan and Cant 1990), that
Recent research suggests that women tend to be more concerned to 
ensure a healthy diet for themselves (and their partners) than are their 
partners, and male partners may block attempts by their wives to 
achieve a healthier diet.
However, they found in their dietary assessment study of 22 couples three months 
before and three months after their marriage, that overall women were more likely 
than men to influence the couples’ food choices, were also more likely to express
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concern about the link between food and health, and that most of the men 
acknowledged that their diets (and eating habits) had improved after marriage.
In an earlier study in Scotland, based on 783 people in their mid-thirties, Anderson 
and Hunt (1992:9) found that ‘The present results suggest that women, and those jfrom 
higher income or non-manual households, are more likely to be consuming a diet 
consistent with health advice, as are non-smokers.’ Social class was associated with 
consuming a high quality diet. However, Anderson and Hunt also found that ‘the 
presence of children was not associated with the consumption of a ‘healthy diet’, and 
marital status only showed a weak association at the univariate level.’ (ibid:9) They 
were aware that their findings contrasted to sociological studies that drew attention to 
the importance of marital status and family structure e.g. Charles and Kerr (1988). As 
Anderson and Hunt (1992) pointed out:
It may be that such discrepancies relate to the different samples and 
methodologies employed. Charles and Kerr conducted detailed 
interviews with 200 women with at least one pre-school age child, 
and the women were asked specifically about the effect of children 
and partners on food purchasing, preparation and consumption using 
detailed qualitative interviewing techniques. (Anderson and Hunt,
1992:9)
In a dietary and nutritional UK survey on the variation in finit and vegetable 
consumption among adults (1087 men and 1110 women, aged 16-64), Billson et. al., 
(1999) found that manual social class was negatively associated with finit and 
vegetable consumption, and that increased consumption of finit and vegetables was 
associated with being married. This was in comparison to low finit and vegetable 
consumption that was associated with being single or divorced/separated. This study 
reinforced the importance of social class and marital status being associated with the 
consumption of foods that constitute a healthy diet, albeit based on only finit and 
vegetables.
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The analysis of a number of quantitative studies in different countries by Turrell 
(1996) revealed that women’s beliefs and attitudes in relation to food consumption 
and health were more inclined towards healthy food behaviours (e.g. women were less 
likely to be favourably inclined to consume foods with high fat content) than men. 
Moreover, by examining the evidence from statistical data identified from other 
studies, Turrell (1996) also suggested that women were significantly more 
knowledgeable than men about food and nutrition, and that higher socio-economic 
status and greater knowledge were significantly associated.
The review of the literature in this section, show how beliefs and attitudes, 
knowledge, social class and marital status impact on food consumption.
5.3.3 Gender, diet and body image
Concerns about body image are linked to diet, and there are significant gender 
differences on this issue. Diet and body image is a concern of many women, whether 
they are wives, mothers or living alone. It is recognised that there are societal 
pressures linked to food consumption, weight and physical image (McKie et al., 1993; 
Charles and Kerr, 1988; Kerr and Charles, 1986). As Kerr and Charles (1986:537) 
commented: ‘Most women are not happy with their body image’, with women being 
more prone to go on weight-reducing diets than men ‘as a means to enhancing their 
appearance’ (Turrell, 1996:127) and to suffer from eating disorders e.g. anorexia 
nervosa or bulimia nervosa. This is a well-documented area with a vast range of 
literature particular to the fields of medicine and psychology, and as Caplan 
(1997a: 11) pointed out:
Questions of eating disorders are intimately linked to gendered 
notions of identity and subjectivity, and to conceptions of the body 
and health.
Even ten years ago, the increase in the literature on the eating disorders of anorexia 
and bulimia grew at a rate of one hundred publications monthly (Task and Bryant 
Waugh 1991, cited in Keane and Willetts, 1996). There is a growing interest within
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sociology in the politics of the body relating to issues of power and control. However 
there is also an increasing concern with body image among men, especially with the 
growth of magazines for men and health clubs focusing on physical appearances, 
although research studies have primarily highlighted issues of diet and body image as 
major concerns for women.
5.4 Gendered Nature of Family Responsibilities for Food Provision, Preparation 
and Consumption
This section examines the literature on the gendered nature of family responsibilities 
for food provision, preparation and consumption, and highlights the notion of 
gendered ‘caring’. The conceptual analysis underlying the gendered nature of family 
responsibilities is emphasised.
The food preferences of the male head of household have been found often to dictate 
what other members of the family eat (McKie et al., 1993; Calnan and Williams,
1991; Charles and Kerr, 1988). Hence, wives with responsibilities for preparing food 
for their families would give preference to high status foods for their husbands at their 
own expense. Other studies have also shown that women denied themselves food in 
preference for their families’ consumption (Delphy, 1979; Graham, 1984; DeVault, 
1991). In relation to financial reasons, Charles and Kerr, (1988:2-3) drew on the 
work of Pember Reeves (1984), Spring Rice (1981), and Rowntree (1913) to press the 
point that poverty studies conducted at the beginning of the twentieth century 
identified a differentiated pattern of food consumption in the family. The differences 
in food consumption were associated with age and gender divisions with women well 
versed in self-denial of food for themselves. Not only do they give preference to the 
other members of their family, women also subordinate their own taste and 
understanding of nutritional imperatives.
Frequently, women reported that they would like to have vegetarian 
food more often, but that their husbands or partners insisted they 
must regularly have meat. (Caplan et al., 1998:174)
72
In terms of priorities in the provision of food, the women in Charles and Kerr's 
(1988:13) study regarded the first and main consideration was to cater to the likes of 
the other members of the family. The second priority was in terms of nutritional 
value, with costs and convenience as the lower priorities.
Regular provision of meals for their partners and children was the 
way women interpreted healthy eating: thus health and nutrition were 
understood by means of social categories. However, although 
women felt responsible for their families’ health and felt that the food 
eaten was important to the maintenance of health, the control over the 
food eaten by the family often lay with men. If men disliked 
wholemeal bread, for instance, it was not bought even if women felt 
it was important for nutritional and health reasons. But healthy 
eating was, almost universally, understood as eating properly, and 
this was, by definition, ensured by the regular consumption of proper 
meals. (Charles and Kerr, 1988:230)
Likewise, Pill and Parry (1989) argued that although women made the daily decisions 
about food purchase, their decisions were influenced by the food preferences of other 
family members whom these women tried to please. Schafer and Schafer (1989) 
found that women who were employed outside the home also had responsibilities for 
their family’s food consumption.
All these studies indicate that although women were largely responsible for food 
preparation, they had a low priority in terms of their own food preference, denying 
themselves in favour of their male partners and children. However, for newly married 
couples, in a study in the late 1990s, there was less deference to their partners' food 
preferences (Kemmer et al., 1998). However, possible influences for this difference 
were given, i.e. early stage of married life, not having children, and the more equally 
shared financial arrangements in a household where the wife is in full time 
employment. Few of these studies have explicitly researched middle class women in 
midlife.
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5.5 V egetarianism
The literature in previous sections has shown the gendered nature of family 
responsibilities for food provision and preparation, with women undertaking the 
major share of the food tasks for the benefit of the family. However, the issue of 
vegetarianism further impacts on food provision, preparation and consumption.
Women on the whole eat more salads (Caplan et al., 1998:174; Turrell, 1996; 
OPCS/SSD, 1990:41), and they are more likely to be vegetarians (Willetts, 1997; 
Fiddes, 1991). Vegetarianism is also linked to social class as an alternative food 
ideology. For instance, Charles and Kerr (1988) found in their study that women are 
not only more likely to be vegetarians, but these female vegetarians tend to be middle 
class. Vegetarianism is regarded as an alternative food ideology in relation to the 
dominant food ideology of the traditional English meal in which meat is highly 
valued, and is a subject that is widely covered by research literature (Twigg, 1983; 
British Nutrition Foundation 1998b; Beardsworth and Keil, 1991; Dwyer et al., 1974).
The British Nutrition Foundation's (1998b) internet article on Vegetarian and Vegan 
Diets stated that:
Research carried out in 1993 indicated that 4.3% of the population 
aged 16 and over do not eat meat and fish. This represented a total of 
two and a half million people. Young women are leading the way in 
the trend towards vegetarianism, (accessed, 19 May 2000)
In her influential research on vegetarianism, Twigg (1983:19) put forward the idea 
that vegetarianism in the west is outside the normal eating pattern. Unlike in India, 
where it is an integral part of the dominant culture, vegetarianism is very much in the 
domain of the individual in western societies. However she regarded it as a 'cultural 
unity' in terms of an ideology, in spite of it being very diverse as a cultural 
phenomenon, as people have different reasons for becoming vegetarian e.g. for health, 
animal welfare, economic/ecological, and spiritual reasons. Nevertheless, compared 
with the wider ideology, Twigg (1983) claimed that the reasons for becoming
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vegetarian are interconnected along various lines such as morality, politics and 
spirituality. Vegetarianism is linked ‘with a complex of other beliefs, attitudes and 
parallel movements’ (Twigg, 1983:20) which has also been found by other 
researchers (Dwyer et al., 1974). Mennell et al. (1992:45) described such belief 
systems 'in which the virtue of the natural is reaffirmed.'
Dwyer et al. (1974) noted that health was the major reason given for being vegetarian 
(over a third of their sample of 212 respondents), followed by ethical and moral 
considerations (a quarter of their sample). Smaller numbers gave metaphysical 
beliefs, ecological concerns and food preferential reasons. On the other hand, in 
another study, Beardsworth and Keil (1991) found that the main reasons for being 
vegetarian ranged from disapproval of animal husbandry; moral rejection of animal 
slaughter; dislike of the taste and texture of meat; and health concerns. The research 
illustrated the varied nature of the reasons given. However, Bareham (1995: 73-74) 
observed that:
Interestingly the number of true vegetarians is no long increasing 
dramatically as it was a few years ago. In the UK there is a 
tremendous rise in the number of people giving up eating red meat, 
currently put at as many as one in ten. However, recent surveys show 
that these same people are mainly rather than completely vegetarian.
In the study by Henson et al. (1998), the gendered nature of family responsibilities for 
food provision and preparation meant that women implemented changes of diet in 
their families. The researchers claimed that it was through a process that was 
‘negotiated’ (ibid: 196) within the family that vegetarian diets, for instance, were 
implemented (see Chapter 9, section 9.4 for a detailed discussion of the study by 
Henson et al. (1998)).
As an alternative food ideology, particularly for middle class women, vegetarianism 
cannot be ignored. The question is whether both English and Chinese women practise 
this alternative food ideology. The thesis will examine to what extent the gendered 
nature of family responsibilities for food provision and preparation affects wives and
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mothers who are vegetarians, and whose family members are not, as well as the 
impact of catering to the food preferences of any children who are vegetarian.
5.6 The Notion of Gendered ‘Caring’
Research studies have identified that the responsibilities for food provision and 
preparation are undertaken mainly by women, taking into consideration the food 
preferences and the health concerns of their husbands/male partners and within 
budgetary constraints (Caplan, 1997a; Murcott, 1983a, 1998a; Charles and Kerr,
1988; DeVault, 1991; Lupton, 1996; Gregory, 1999). Since the Second World War, 
there have been changes in the patterns of paid employment for women outside the 
home, although there has been little corresponding change in the domestic division of 
labour (Oakley 1974; Gershuny, 1983). As a result, the responsibility of women's 
roles as wives and mothers in the home is concerned with caring for the family, and 
includes the implementation of a healthy diet for family members who are ill (e.g. 
Brannen et al.’s (1994) study on teenagers). Women mainly have the responsibility 
for food provision and food preparation (Caplan, 1997a; Murcott, 1983b, 1998a; 
Charles and Kerr, 1988; DeVault, 1991; Gregory, 1999). In her analysis of the 
domestic preparation of meals, Murcott, (1983b: 181) stated that:
Cooking is securely anchored as the responsibility of women as 
wives and as mothers...They all reported that they did the cooking.
For all the informants the kitchen was their domain, shopping and 
stocking their responsibility, routine planning and daily oversight of 
meals their work.
Wood (1995:70) referred to a 1993 market research study, which showed that 'around 
85% of working women said they were entirely responsible for cooking their 
household's main meal'. He argued that although Charles and Kerr (1988) pointed out 
a significant class variation, in that middle class men were much more likely to help 
out with these tasks than the working-class men, it was not a firm commitment.
Wood stressed that in general, greater equality between men and women within the 
home was not demonstrated convincingly.
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Studies in the 1990s, particularly those involved in the ESRC Nation's Diet 
programme (Murcott, 1998b) have drawn similar conclusions in relation to the 
domestic division of labour, in which there is the tendency for the responsibility for 
food provision and preparation to fall on women (Henson et al., 1998; Kemmer et al., 
1998). This was pointed out by Henson etal. (1998:194) that ‘...in the majority of 
families one person generally the female home manager, took responsibility for all 
food-related tasks.’ (Henson et al. examined the effects of a planned change of diet 
of one family member to one of the following diets: a vegetarian diet; a medically- 
prescribed diet; a weight reduction diet).
An important aspect of a woman’s role as carer is the provision of nutritious food 
(Graham, 1984). However, the notion of ‘caring’ for those who are chronically ill 
(e.g. caring for young people with asthma or diabetes in the study by Williams, 2000), 
has to be differentiated from the general caring (or nurturing) for the health and well­
being of the family, which is the focus of this thesis. Gregory (1999) argued that 
gender was fundamental in caring for the family’s health, particularly when the 
woman had the fiill responsibility for food preparation:
Caring, as a gendered activity, is acted out, not only through the 
practical activity of shopping and cooking, but also in the way that 
women take responsibility for that caring role, and family members 
rarely question that gendered division of labour. (Gregory, 1999:73)
Brannen at al. (1994) found that mothers of teenage children (aged 15 to 17) still 
played a key role in the responsibility for their children’s health, which included their 
children’ diet.
Dietary recommendations to augment healthy lifestyles were held to be the 
responsibility of those with the caring role, such as mothers and wives (Ribbens,
1994; Graham, 1984). As food is associated with affection and love (DeVault 1991; 
Mennell et al., 1992), the notion of caring in terms of having responsibility for food 
provision and preparation for the family is likewise linked with such emotions.
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The notion of ‘caring’ can also be linked with the notion of ‘power’. However, this 
use of power has positive connotations as Ribbens (1994) argued that the use of 
power is indicative of caring. A mother’s exercise of power over her children, for 
instance, in enforcing disciplinary measures, may be undertaken in spite of her child’s 
opposition. The key issue for Ribbens (1994:207) is that ‘Power ... is being exercised 
to further the interests of the children, who are subjected to the power, rather than 
those of the mother, who exercises the power’, and she argued that ‘The exercise of 
power is here close to the exercise of dutiful responsibility’. (Ribbens, 1994:207)
Studies in the 2000s continue to emphasise the gendered nature of caring. The notion 
o f ‘caringscapes’ (McKie et al., 2002), which embodies spatial and temporal 
dimensions, was proposed within an over-arching analytical framework of 
‘healthscapes’ (McKie et al., 2004). These concepts of health care work within the 
home (e.g. domestic labour) and outside the home were proposed on the assumption 
that women, particularly mothers, are ‘natural’ carers. Women’s experience of health 
as carers is thus conceptualised as flexible and fluid pathways that are undertaken 
throughout their life course, continually being influenced by other factors, such as 
paid employment or the birth of a child.
This section has indicated that there are various notions of ‘caring’, from general 
nurturing of health and well-being through the implementation of healthy diets, to 
issues of caring for sick family members, and health care work outside the home. 
Nonetheless, the. family responsibilities for health and diet are still highly gendered 
with female partners and mothers undertaking the main tasks even when they are in 
full time employment. Inequalities within the household continue to persist (Arber, 
1993).
5.7 Women’s Multiple Roles, Health and Diet
While social class has been the predominant factor in the analysis of women’s (and 
men’s) health in the UK, the effects of multiple roles in the analysis of women’s 
health have also been a major focus elsewhere, particularly in the USA. The 
detrimental effect of multiple roles was expounded in the ‘theory of role strain’.
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whereby the notion of ‘role strain’, was defined as ‘the felt difficulty in fulfilling role 
obligations.’ (Goode, 1960:483). In his development of the theory of role strain, 
(Goode, 1960:495) argued that:
Accepting dissensus, nonconformity, and conflicts among norms and 
roles as the usual state of affairs, the paper develops that idea that the 
total role system of the individual is unique and over-demanding.
The individual cannot satisfy fully all demands, and must move 
through a continuous sequence of role decisions and bargains, by 
which he attempts to adjust these demands....In addition, the social 
structure determines how much fi-eedom in manipulation he 
possesses.
Similarly, ‘the nurturant role hypothesis’ was advanced by Gove (1984:80) in his 
analysis of women’s health, which also focused on role strain: ‘According to the 
nurturant role hypothesis, women in our society are generally expected to occupy a 
nurturant role, both performing daily the essential household tasks and taking on the 
major responsibility for the care of children, spouses and aged relatives’. His analysis 
of the levels of ill health between men and women led him to argue that women’s 
higher rates of morbidity were because ‘women were more likely to occupy nurturant 
roles.. .which tend to impose a strain and.. .are linked to poor mental health and the 
higher rates of morbidity’ compared to men (Gove, 1984:77). Thus, women’s 
nurturant roles as wives and mothers were seen as detrimental to women’s mental 
health.
In opposition to the theory of role strain is the ‘role accumulation’ hypothesis, which 
highlights the expected beneficial outcomes on women’s health of having many roles 
(Arber, 1991:425, citing Nathanson, 1980, Verbrugge, 1983, Kendel et al, 1985, and 
Hawio-Mannila, 1986). For instance, increased self esteem and social contacts for 
women employed outside the home, and increased social contacts and support for 
women with children. These two contrasting detrimental and beneficial perspectives 
in relation to women’s multiple roles have been well documented and debated.
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However, Arber (1991:426) in her analysis of 25,000 men and women from the 
1985/86 British General Household Survey, argued that to understand women’s (and 
men’s) health, it is necessary to consider:
the combination of roles within a structural context. The meaning of 
the same roles -  being a parent, being married or not, and being in 
paid employment or not -  is likely to vary (a) between men and 
women, and (b) along a structural dimension, relating to occupation 
class, consumption indicators and the position of the individual in the 
labour market.
Arber argued that particularly for women, explanations of health inequalities were 
complex. She considered the interactions between family roles, employment status 
and material circumstances, and found extensive health differentials in relation to 
structural characteristics. For example, ‘Health disadvantage for women is associated 
with non-employment (either being a housewife or unemployed), being in a manual 
class, being divorced, separated or widowed, living in local authority housing, and not 
having dependent children’. Thus she advocated that ‘To fully understand women’s 
health it is necessary to examine women’s parental and marital roles within a 
structural context’ (ibid: 435).
In the 1990s, many large-scale surveys were utilised to analyse women’s health 
variations by considering both structural/material factors as well as women’s multiple 
roles. More recently, Lahelma et al. (2002) examined the two contrasting hypotheses. 
The ‘multiple burden hypothesis’ advances the idea that having multiple roles such as 
being employed, being married and having children is likely to damage women’s 
health. The ‘multiple attachment hypothesis’ on the other hand, predicts that having 
many roles in the community is likely to benefit women’s health. In this comparative 
study of survey data from Britain (derived from the 1994 General Household Survey 
of 5163 women) and Finland (derived from the Survey of Living Conditions in 1994 
of 2,595 women), it was found that in both countries, women living with partners and 
dependent children reported the best health in comparison to single women or women 
living in other family types. They concluded that:
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It has previously been argued in favour of the multiple burden 
hypothesis that women with multiple roles including being a wife, 
mother and an employee run the risk of role conflict and role 
overload, which may contribute to elevated stress and strain levels 
and subsequent poor health (Gove, 1984). However, this was not 
supported by our findings. On the contrary, multiple roles were 
associated with good health rather than poor health. This suggests 
that, although being a mother and an employee does mean multiple 
obligations and potential multiple strains, multiple attachment to the 
community is likely to buffer again health damaging burdens among 
women. (Lahelma et al., 2002:738)
The literature reviewed in this section, has shown that women’s multiple roles as 
employee, wife and mother, could be detrimental (Goode, 1960; Gove, 1984) or 
beneficial to their health (Arber, 1991; Lahelma et al., 2002), although there has been 
less research on the mechanisms for these effects. The detrimental or beneficial 
impact of multiple roles on women’s health is an ongoing debate.
There are many qualitative studies that have focused on and shown the influence of 
marital status and family structure on family meals (see sections 5.3.2 and 5.4). 
However, there is a lack of research studies on midlife women’s living arrangements, 
particularly midlife women not living with families, and their diet. Anderson and 
Hunt (1992:9) (see section 5.3.2) in their study of people in their mid-thirties, found 
that social class was associated with consuming a high quality diet as ‘women, and 
those from higher income or non-manual households are more likely to be consuming 
a diet consistent with health advice, as are non-smokers.’
The importance of examining women’s multiple roles as wife/partner and mother 
within a structural context, as advocated by Arber (1991), requires further 
examination. This is made more critical as there is a lack of research about the impact 
of multiple roles on the quality of women’s diet. Family structure is an important 
factor that differentiates between women living alone and women living with families. 
Employed women who live with their families have multiple roles and are involved in
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the daily process of ‘doing wife/mother % as discussed in section 5.6 on the notion of 
gendered ‘caring’. In contrast, employed women who live alone are not involved in 
gendered care relationships within their own home.
5.8 Summary
The literature reviewed in this chapter illustrates the complexity and diversity of the 
theoretical approaches to understanding gender. Gender differences in relation to 
nutritional beliefs, knowledge and concerns about body image that influence what is 
eaten were highlighted. Literature was presented which focused on the notions of 
‘doing gender’ and the gendered nature of ‘caring/nurturing’ for family health and 
diet. In addition, the literature review presented theoretical hypotheses that seek to 
explain the impact of women’s multiple roles (i.e. as employed worker, wife and 
mother) on women’s health.
The impact of women’s multiple roles and the notion of gendered ‘caring’ will be 
examined in relation to the quality of diet consumed by Chinese and English women. 
Thus to what extent family structure influences the quality of women’s daily diet will 
be investigated by comparing middle class Chinese and English women in midlife 
who live with a partner, live with children and who live alone.
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Chapter 6 
Methodology
6.1 Introduction
This exploratory study has primarily been driven by two major theoretical approaches 
(i.e. cultural and social structural) to explain the quality of women’s everyday diets. 
The aim of the thesis is to examine Chinese and English cultural influences and 
contrast these with the significance of family structure and gender relations for the 
quality of women’s diet.
The first major conceptual aim is to investigate middle class, midlife Chinese and 
English women’s understanding and knowledge of a healthy diet. It is assumed that 
food consumption is influenced by cultural understandings of a healthy diet passed 
from one generation to another and experienced fi*om childhood. The literature 
review on health and everyday diet revealed that there were cultural links to what 
people ate. The traditional Chinese diet is based on the maintenance of equilibrium 
with concepts based on the perceived properties of food items. The literature review 
examined the lay concepts of a healthy diet in the UK (Chapter 4, section 4.8) and 
drew attention to a number of notions linked to healthy eating. However, the UK 
government in the last couple of decades has widely and actively promoted healthy 
eating, and the study explores women’s knowledge of the official guide to a healthy 
diet.
The second major conceptual aim is to examine the influence of family structure on 
women’s everyday diets. Women living with husbands/partners and children usually 
have the main responsibility for food provisions and preparation for their families.
The literature review showed the gendered nature of actively caring for, and 
emotionally caring about, family members by wives and mothers. However there is a 
lack of research on Chinese women. Furthermore, there is also a lack of research on 
the food consumption of middle class women in midlife in general. Hence how the 
concept of the gendered nature of caring impacts on the food consumption of middle 
class Chinese and English women in midlife will be investigated.
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Thus the conceptual aims of this study are to examine the extent of the influence of 
two major factors i.e. the influence of culture and of family structure, on what middle 
class Chinese and English women eat.
6.2 Research Design
My discussion of the research design encompasses the justification for the choice of 
methods, the strategies and procedures used, as well as the identification of key 
issues. The systematic form of data analysis undertaken is also explained.
6.2.1 The choice of methods
The purpose of this comparative study was to investigate how two groups of midlife 
women from different cultural backgrounds i.e. Chinese and English, but who shared 
certain similar demographic and socio-economic status characteristics, interpreted the 
concept of a healthy diet, and what influenced their overall quality of diet. In order to 
address this comparative research question, the research used a modified snowball 
sampling method, to select and find a sample of 36 Chinese and 26 English women 
aged 40 to 60. Respondents were interviewed using a semi-structured interview with 
in-depth probing; they also completed a quantitative 'Food and Drink' Questionnaire. 
Thus, the research design encompassed two research methods i.e. semi-structured 
interviews with qualitative in-depth probing of the relevant issues (Appendix B), and 
the use of a quantitative Food and Drink Questionnaires (Appendix A) to assess their 
food consumption patterns. As Brannen (1992:16) argued:
At the very least the multi-method approach demands that the 
researcher specifies, as precisely as possible, the particular aims of 
each method, the nature of the data that is expected to result, and how 
the data relate to theory.
The choice of the qualitative approach of a semi-structured interview was governed 
by one of the aims of the study, which is to obtain an understanding of the quality of 
women’s daily diets, and to investigate underlying meanings. It is based on a semi-
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structured schedule that includes detailed probing during the interviews in order to 
understand what the respondents mean. The qualitative nature of in-depth probing 
during the interview is essential and is most suitable to get beyond superficial 
responses (Fielding, 1993a).
A pilot study of 10 Chinese women and 10 English women was undertaken to identify 
the key methodological issues to be addressed and to resolve any problems that arose 
in order to ensure an effective research process for the rest of the study (see section 
6.4.7). Before discussing the semi-structured interviews in detail, the Food and Drink 
Questionnaire will be discussed.
6.3 Quantitative Food and Drink Questionnaire
The Food and Drink Questionnaire was used to obtain quantitative data about the 
types of foods consumed by midlife women. The aims of the Food and Drink 
Questionnaire (Appendix A) were two-fold. First, to compare the Chinese and 
English women’s consumption of food in order to gauge whether the food consumed 
corresponded with the official guidelines of a healthy diet (HEA, 1997). Second, to 
assess which group ate a healthier diet according to the recommended proportions of 
the five main food groups that comprise a nutritional balanced diet (see Chapter 4, 
section 4.7.1). The questionnaires were handed to the respondents for completion 
immediately after the interviews.
The questionnaire followed the format of Geekie's (1999) Food and Drink 
Questionnaire, with the addition of food items that Chinese people tend to eat 
regularly (British Nutritional Foundation, 2000a). In addition, amendments were 
made through reclassification and regrouping of food items as well as the omission of 
portion sizes and food items that were generally identified as eaten 'rarely/never' in 
the pilot sample. This was necessary, as the original pilot questionnaire took too long 
to fill in. The amendments reduced the time firom about 45 minutes to complete in the 
pilot study to about 15 minutes.
To ensure that the questionnaire was completed correctly and that all the questions 
were answered, it was administered immediately after the interview in my presence.
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This enabled respondents to ask questions when they were in doubt. If there were 
omissions and misunderstandings of the questions these were resolved. This 
procedure also ensured that the respondent filled in the questionnaire correctly and 
completely. To leave the questionnaire to be filled in when I was absent (e.g. 
administered separately from the interview) would make it less reliable as a research 
method.
The Food and Drink Questionnaire focused on the five major food groups that make a 
healthy diet (Gatenby et al., 1995; British Nutritional Foundation, 1998a), that is:
« Bread, cereal, potatoes, pasta, rice and noodles 
« Fruit, nuts and vegetables 
® Meat, fish and alternatives 
• Milk and dairy foods 
o Fatty and sugary foods.
It must be emphasised that this questionnaire (Appendix A) is only an approximate 
guide to the quality of the respondents' diet, and does not provide an accurate 
assessment of the standards of nutrition required by food scientists or nutritionists. 
This analysis of a healthy diet amounts to a very general approach, and was not 
conducted according to the more detailed and stringent methods used by dieticians 
and nutritionists. The analysis also examined diversity in the quality of food 
consumption within groups of women. The data was analysed using the computer 
statistical package SPSS.
6.4 Qualitative Interviews
As my concerns were primarily with how women interpret and understand what they 
mean by a healthy diet in a complex and multi-layered social world, it was necessary 
to use a method that has this flexibility. It enabled me to elicit underlying meanings 
when and where they arose, and to build explanations in the analysis that comprehend 
the complexity, detail and context (Mason, 1996:4).
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This method enabled me to examine Chinese women’s understanding of a healthy diet 
and compare this to the understanding held by English women of the same age group 
and occupational status. I wanted to find out what they understood a healthy diet to 
mean in terms of their daily lifestyle and eating patterns. The format of a semi­
structured interview was the most suitable method to enable me to elicit such 
information for direct comparisons between the two groups within this study. May 
(2001:137) argued that the ‘semi-structured formal [has] greater ease of comparative 
analysis’. The interviews were tape-recorded and lasted firom forty-five minutes to 
two hours and fifteen minutes.
There is a sharp distinction between the highly 'structured interview' of quantitative 
surveys and qualitative research. There are variants of qualitative research studies 
that tend to be more flexible in engaging the respondent to give full and elaborated 
answers. My semi-structured interview with further questions asked of individual 
respondents to probe more fully into their answers, is a form of qualitative research. It 
is not simply loosely structured, nor do I just 'think on my feet' when conducting the 
interview, a point that Mason (1996:43) made of qualitative interviews which do not 
use a pre-designed set of questions. In fact, I followed a set format and sequence of 
questions, based on various topics that focused the interview (Appendix B).
However, it was flexible enough to allow me to ask spontaneous questions of the 
individual respondent and to probe in depth to elicit a clearer understanding of their 
responses which Fielding (1993b) and Mason (1996) advocated.
My approach is in line with Silverman (2000:35), who stressed:
It should be apparent that here, as elsewhere, I am concerned with 
data analysis rather than the mechanics of data gathering. I strongly 
believe that to provide recipes for data gathering is to risk either gross 
oversimplification or utter triteness. Moreover, in qualitative 
research, what happens 'in the field' as you attempt to gather your 
data is itself a source of data rather than just a technical problem in 
need of a solution.
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6.4.1 The Interview Schedule
The topics covered by the Interview Schedule (Appendix B) included demographic 
details of the respondent, i.e. marital status, number of children, the number of people 
living with the respondent, her occupation, age group, country of birth, the level of 
education completed, the qualifications obtained, husband's occupation and the 
material circumstances of housing and car ownership. In addition, Chinese 
respondents were asked self identification of ethnicity, reasons for coming to England 
and their length of time in England and trips back to country of origin, as well as the 
languages and Chinese dialects spoken.
The topics on health were:
• Respondents' general health status and the concept of health
• The impact of the role of diet or food consumption on their health
• Treatment of minor illness symptoms
• Preferences about types of treatment for health problems
Certain questions were asked of Chinese respondents only, with reference to the 
consumption of Chinese food, knowledge of the Chinese nutritional properties of 
food, Chinese home remedies, and consultations with traditionally trained Chinese 
doctors (Chan, 1991; Sproston et al., 1999). However, the focus centred on 
understanding the interacting influences of these factors on the quality of Chinese 
women’s everyday diet.
There are numerous research studies that illustrate experiences of racism as a major 
issue for ethnic minority groups. It was thus regarded as important to include a final 
question that covered this topic i.e. 'As a Chinese living and working in England, in 
what ways do you feel being Chinese influences your health?'
6.4.2 Interviewing strategy
Interview skills which include the ability to listen to what the respondent says, 
remembering what has been said, obtaining a balance between talking and listening
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and observing body language, and the recognition of mood changes, were highlighted 
by Mason (1996:46). Although these interviews used a guided interview schedule, 
Hammersley and Atkinson (1983:113-114) suggested that in relation to non-directive 
interviewing:
The interviewer must be an active listener, he or she must listen to 
what is being said in order to assess how it relates to the research 
focus and how it may reflect the circumstances of the interview.
Moreover this is done with the view to how the future course of the 
interview might be shaped. While the aim is to minimize the 
influence of the researcher on what the interviewee says, some 
structuring is necessary in terms of what is and is not relevant, it may 
be insufficiently detailed or concrete, or some clarification may be 
necessary if ambiguity is to be resolved.
Lofland and Lofland (1984:48) also endorsed this point:
If you are involved in intensive interviewing,... asking and listening 
come to the fore,...
It was important to allow the respondent to speak without interruption so as not to 
hinder her flow of thoughts, yet it was necessary to make notes to seek elaboration 
and clarification of what was said earlier in the interview.
Probing was used to elicit fuller and clearer explanations of what the respondents had 
said, and on the whole these were applied throughout the interview. By probing with 
questions such as 'Why?' 'In what ways?', 'Can you explain what you mean?', 
'Anything else?', I was able to elicit 'underlying attitudes, beliefs and values, rather 
than a glib or easy answer' (Fielding 1993b: 138).
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As Patton (1987:125) claimed:
Probes are used to deepen the response to a question, to increase the 
richness of the data being obtained, and to give cues to the 
interviewee about the level of response that is desired.
Instances included clarification of what respondents meant by a particular 
terminology or phrase e.g. ‘a balanced diet’. This found resonance with Becker's 
(1998:157) idea of:
Making people explain what we don't understand, and checking it 
against what we see and hear, produces the missing premises in the 
arguments they routinely make to explain and justify what they do.
6A3 Interview procedure
Briefing (also see section 6.4.4) and de-briefing was undertaken. My previous 
experience of interviewing has shown that where the respondents said they found the 
interviews very interesting and educational, was often the result of informing the 
women beforehand that:
® there were no 'right' or 'wrong' answers only their own personal views were 
sought
• the questions I would ask may seem very obvious to them, but different people 
do have very different views and answers, hence they should not be surprised 
when I ask them what they would regard as very obvious, but may not 
necessarily be so
o tape-recording was required to produce a transcript for analysis
• anything they say would be confidential as they would be referred to by a 
number code.
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In the de-briefing after the interview, I explained why I was very general about the 
topic before the interview, as I wanted a spontaneous and personal, rather than a well- 
planned and prepared answer, and for the same reason, why I did not want them to 
discuss the interviews with potential respondents whom they knew may be 
participating in the research study, although I was aware that this may still be a 
problem (see sections 6.4.4 and 6.5.5.3). Nevertheless, this de-briefing was 
undertaken to mitigate against the possibility of such effects.
6AA Ethical issues: confidentiality and consent
The study was conducted to conform to the British Sociological Association’s (1998; 
2002) code of ethical practice. In particular, relationships with, and responsibilities 
towards research participants, which included issues of anonymity, privacy and 
confidentiality, and obtaining informed consent fi’om respondents, were adhered to. 
The responsibility of the researcher extends to ensure that the physical, social and 
psychological well-being of respondents will not be adversely affected by the research 
study. However no formal consent was sought (e.g. through the University of Surrey 
Ethical Committee), as the respondents were members of the public. In order to 
encourage participation in the study, women were approached through telephone 
conversations about the study and informed consent was obtained orally. A copy of 
the letter (Appendix C) was sent or given to each respondent as a means of 
introduction. Issues about the nature of the study i.e. a doctoral thesis, confidentiality, 
and practicalities of the interviews were included as a way of encouraging informed 
consent to the interview.
Anonymity and confidentiality are ethical issues (Mason, 1996:159), particularly as 
interviewing engenders a high degree of trust by respondents of researchers, and 
researchers as such have the responsibility of not betraying that trust (Finch, 1984).
Confidentiality was stressed, and participants were made aware that they would be 
allocated a number code, which would not enable others to identify them. This was 
changed later in the study to allocating pseudonyms to the respondents to conceal 
their identity. It was also easier for readers of the study to remember names rather
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than number codes. Making confidentiality an important point in this research study 
on 'general health' encouraged respondents to consent to be interviewed, and to give 
more personal information that aided the analysis of their understandings of health 
and a healthy diet.
As Silverman (2000) pointed out, not only is research contaminated by the values of 
the researcher, but researchers also have to face their responsibilities to those they 
study. Nevertheless, Silverman (2000:200, drawing on the work of Weber, 1946) 
states that ‘Only through those values do certain problems get identified and studied 
in particular ways’.
Another issue relates to the potential contamination of the data where respondents 
know other respondents. First, if friends discussed the interviews beforehand, their 
answers would most likely be influenced by the views of others (see section 6.5.5.3).
Second, respondents may be restrained from disclosing any serious health problems 
(and that would be likely to influence what they eat), because they know other 
respondents in the study. Moreover, I was scrupulous about never repeating any 
information given by any interviewees to other respondents. Apart from being given 
pseudonyms to ensure confidentiality, respondents were told that they did not have to 
answer the questions if they did not want to disclose any information about what was 
asked. However, it was found that women who recommended their fiends already 
knew of their serious illnesses. This was often revealed when I was asked 
subsequently if I had made contact with those whom they recommended. For 
instance, a respondent informed me of the tragic death of another respondent whom 
she had recommended. Nevertheless, I was aware that there could be other aspects of 
their personal lives that their contacts were not aware of. Hence, quotations and 
references to respondents’ food consumption were scrutinised to ensure that these 
disclosures were not harmful to the respondents.
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6.4.5 Ethnicity of interviewer
One area of concern was the element of possible bias in terms of ethnicity, as a 
Chinese woman interviewing both Chinese and English women. However, Finch 
(1984:86) stated:
Siding with the people one researches inevitably means an emotional
as well as an intellectual commitment to promoting their interest.
As a Chinese woman, I felt I was able to establish rapport with the Chinese 
respondents, enabling them to be frank and open about their feelings, views and 
understandings, particularly in relation to the Chinese concepts on food and eating 
that were described in the Cantonese dialect.
However, there was the possibility of ethnic bias towards me as a Chinese researcher 
interviewing English respondents. Fielding (1993b:44) has pointed out the issue of 
'interviewer effects', and the impact of the demographic characteristics (i.e. age, sex, 
social class, religion, and race) of the interviewer on the respondent could affect the 
quality of the data. There are possible effects of my ethnicity on the English women's 
responses, e.g. more 'public' accounts may be provided rather than 'private' accounts 
(Cornwell, 1984), in the sense that the respondents may feel less at ease with me 
because of my ethnicity and accent, and thereby may be less open and personal. 
However, I found that the importance of the 'gatekeeper's' role in recommending me 
to the respondent could offset this, i.e. using 'preexisting relations of trust to remove 
barriers of entrance' (Lofland and Lofland, 1984:25). Nevertheless, there were some 
respondents who were not introduced by a personal contact, and this may have been 
an issue. The use of my English surname (and thus identifying my husband as 
English), and the letter of introduction (Appendix C) could encourage more 
participation. Moreover I shared common ground with the English respondents as a 
female and a mother (Oakley, 1989), and I was in the same midlife stage as the 
respondents, which may have helped to establish rapport and enhance the quality of 
responses that reflected their personal views rather than the 'socially acceptable 
responses'. On the other hand, much depends on the interviewer’s behaviour as well
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as her demographic characteristics. The content of the interviews illustrated the 
women’s openness in their articulation about significant people in their lives, and 
their own personal health histories. I have no doubt that my ethnicity had an impact 
on the English respondents, and I have tried to reduce the effects.
I realised there are other personal characteristics that might influence the interviews, 
such as my personality. Although the aim of social research is to be objective (Bell, 
1992:73), it is impossible to achieve a complete lack of bias. However awareness of 
the problems and a vigilant guard by the researcher to lessen the effects where 
possible will help the interview process. The interviews were conducted amidst lots of 
laughter, although there were also sad situations when respondents talked about their 
serious illnesses e.g. cancer.
6.4.6 Ensuring rapport
'Rapport' is a term that Oakley (1993:224) identified as being used often but is not 
well defined. It is not just a matter of'a sympathetic relationship' but the acceptance 
by the interviewee of the interviewer's research goals by providing the relevant 
information to help the researcher. To this end, establishing 'rapport' with all 
respondents was an important element of the interview process. It begins at the 
moment of contact, with the letter of introduction to participate in the study, right 
through the interview process, and beyond. For instance, at the end of an interview, a 
respondent disclosed eating disorders of anorexia and bulimia to be a family issue 
affecting three generations. This raised other issues, for instance that of'public' and 
'private' accounts (Cornwell, 1984) and the possibility of an element of trust being 
established only after a duration of time spent with the researcher that would enable 
the 'private' account to be voiced. Rapport was also a major element in obtaining 
introductions to other respondents via the snowball sampling network (see section 
6.5.2).
Many people enjoy being interviewed, and this is more likely following an assurance 
that their views would not be challenged or resisted, and as a result, self-expression 
was thought to be facilitated to an unusual degree and to be inherently satisfying
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(Benney and Hughes, 1956; Faraday and Plummer, 1979). The importance of 
ensuring that the respondents felt that their participation and responses were valued, 
was facilitated by my interest in what they had to say throughout the interview. This 
aspect of the role of the researcher was identified by May (1993) as being an 
important motivational factor.
As a researcher and interviewer, I was consciously aware of the need not to refute any 
of their views (e.g. through facial expression of surprise) and to remind myself that I 
was trying to discover their understanding of health and what it means to them. What 
was also significant was my understanding of the ways respondents render their 
accounts to the researcher that may be selective and partial and probably restricted to 
what they considered as publicly acceptable and respectable, in contrast to the 
respondents' own private personal views (see Cornwell, 1984).
6.4.7 The Pilot Study
The pilot study comprised of ten Chinese women and ten English women aged 
between 40 and 60, with one exception, aged 36. They were interviewed during 
March to August 2000, and were included in the overall final sample. The interviews 
ranged fi*om forty-five minutes to one hour and forty-five minutes, and were audio 
tape-recorded and fully transcribed. By transcribing all the transcripts (verbatim) 
myself I was able to get a good feel of the data (Fielding, 1993).
During transcription of the pilot interviews, I found that it was inevitable that I was 
engaged in a certain amount of preliminary analysis. Common or unique themes 
emerged fi*om the data during this process, which meant that I was jotting down brief 
notes in the midst of transcribing, as well as raising questions that would alter the 
interview schedule and fiiture interviews. In fact the Interview Schedule and the Food 
and Drink Questionnaire were amended several times as a result. This did prolong the 
transcription process. Seven respondents (four Chinese and three English) did not fill 
in the Food and Drink Questionnaire (in Appendix A) because they were interviewed 
before the final amendment of the questionnaire was completed. It was not possible
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to contact them later to complete the questionnaire because they had moved away, left 
their j obs or emigrated.
The original research design focused on women’s general health maintenance 
behaviour. Although diet in terms of daily food consumption was evident as a 
significant indicator of what the respondents felt was important for their health 
maintenance, this was not a key part of the original research design. Only with 
further reflections based on the pilot study, did the focus on general health 
maintenance behaviour shift to women’s daily diet as the major topic of investigation. 
Due to the amendments of the Interview Schedule, probing was omitted in some 
sections for some pilot respondents. Hence, there was a lack of information from 
some pilot respondents about their partners’ diet (Chapter 8) and about family 
bonding meals (see Table 10.2).
6.5 Sampling: Matching Criteria Procedures and Sample Selection
In this section, general issues about sampling are first introduced. Next, the 
importance of using the matching criteria procedure and the reason for the choice of 
the sampling method are explained. Key sampling issues are discussed and the 
section concludes with the achieved sample and its characteristics.
There are a number of issues regarding sampling in general. Representativeness of 
the total population is important for large-scale surveys and hence the choice of 
random sampling to avoid bias in the sample selection. For small-scale qualitative 
studies (like this study of a difficult-to-access small population group, with specific 
demographic and socio-economic characteristics), representative sampling is not 
viable. ‘Qualitative research should produce social explanations which are 
generalizable in some way, or which have a wider resonance.’ (Mason, 1996:6). Thus 
it is important to have a sampling strategy and to be able to explain its logic (Mason, 
1996:95).
A main consideration in this comparative study was to ensure as much parity as 
possible to enable comparison of these two groups of Chinese and English women. 
This involved an attempt to match the Chinese and English samples on a number of
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criteria. The major matching criteria selected were marital status; women 
with/without children living at home; employment status; occupational class group; 
and their partners’ occupational class groups. The criteria chosen would characterise 
the sample as being midlife (aged between 40 and 60 years old); middle class 
(according to the women’s and their partners’ occupational class); and their family 
structure (i.e. having/not having children).
A sample target matrix was drawn up (Appendix E). The original target group was 40 
in each ethnic group to obtain a total sample of 80 to provide an appropriate sized 
sample. The target numbers in each criterion were selected as a rough guide (see 
sections 6.5.1.1 - 6.5.1.3). Achieving the target numbers depended on how feasible it 
was to access a sample that was not only difficult to find, but was made more 
complicated by the restrictive criteria.
6.5.1 Matching Criteria
There were a number of reasons for the selection of the matching-criteria between the 
Chinese and English women.
6.5.1.1 Marital status and children
It was intended that the women would include a range of different marital statuses, 
which were categorised into three groups i.e. ‘married/partnered’, ‘single’ and those 
who were ‘widowed/divorced/separated’ (see Targets in Appendix E of 25 
married/partnered, 10 single and 5 widowed/divorced/separated in each ethnic group). 
In addition, women were either with (including adult children not living at home), or 
without children, since having children has implications in terms of what women eat, 
as family influences on choice of food has been shown to be a factor (section 5.6).
As family structure was a key factor to be investigated in this study, ‘women with 
children’ had the highest targeted number (30) in each group (i.e. across both 
‘married/partnered’ and ‘widowed/divorced/separated’ women).
The equal target numbers (n = 10) of the three different age groups of the youngest 
child (i.e. aged 12 and under, between 13 and 17 years old, and over 18 years of age)
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was intended to ensure a parity among the children of different ages. However, it was 
recognised that it would not be feasible because of the other criteria to be met, and 
hence the age groups of the children were not primary selective criteria of the sample.
6.5.1.2 Emplovment status
An approximately equal spread of employment status to cover the range of full time 
and part time employment was initially considered. Employment status has a bearing 
on the income of the household, but it is also important not to omit those women who 
are not working e.g. housewives, unemployed or retired. This is essential as it was 
pointed out earlier that employment status affects health (Arber, 1997). The target 
numbers were selected with the largest number for women in foil time employment 
(20), a smaller number for those in part time work (15) and only a few who were not 
working (5).
6.5.1.3 Occupational class of women and their partners
As this study was based on middle class women and their daily food consumption, the 
categorisation of their occupational class was a key factor. Middle class occupations 
were defined in terms of the Registrar General's classification of occupations, namely 
classes land II (i.e. professional and managerial occupations), and III non-manual 
occupations, based on women’s own occupation (Arber, 1996). These three 
occupational classes are important as indicators of social class. As one cannot 
assume that the ‘conventional approach’ of using only their husbands’ occupational 
class to denote women’s social class is the only valid approach (Arber, 1997), the 
occupational class (i.e. middle class) of both women and their partners were 
considered.
To maximise comparability between the Chinese and English samples, the 
occupations in this study were grouped around similar types of jobs in the traditional 
professions e.g. accountants and lawyers; in the caring occupations in health, 
education and community work; and in office work (e.g. secretarial and 
administrative occupations) (Appendix D). General grouping of occupations was 
necessary rather than a one-to-one matching basis because of the difficulties of
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finding exact occupational matches, as there were other matching criteria that were 
required to be fulfilled e.g. age group and parental status.
Women’s occupational class groups were targeted roughly as equal numbers within 
the three classes i.e. Class I (12); Class II (12); Class HI non-manual (11), plus five 
who were Not Working. As the study was about middle class women, their partners’ 
class was likewise targeted to include only the three classes. I, II and III non-manual, 
with an additional group for women who did not have partners. The target numbers 
were equal within each sub group (10) of women with partners to ensure that there 
was parity among the groups including women without partners.
6.5.1.4 Final achieved sample
The Sample Target Matrix (Appendix E) was used as a tool to aid the systematic 
identification of respondents for selection (Mason, 1996:98-100). By drawing up a 
matrix, I was able to think systematically about the criteria I wanted to include in 
selecting my sample. It was also a way to ensure that I was on track to meet my target 
sample. However, it was more of a guide than a rigid formula.
I stopped collecting new sample members when I reached the point when the data did 
not reveal any new understandings of the quality of women’s everyday diets. Mason 
(1996:97), citing Bertaux and Bertaux-Wiame (1981), uses the term ‘theory-saturation 
point’:
According to Bertaux and Bertaux-Wiame, you sample until you 
reach theory-saturation point, that is until you know that you have a 
picture of what is reached when your data begin to stop telling you 
anything new about the social process under scrutiny.
A point also endorsed by Brannen (1992:9-10):
A balance needs to be struck between the point of theoretical 
saturation and the availability of time and money.
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Moreover for practical reasons it was too time-consuming and expensive to realise the 
original target sample of 40 Chinese and 40 English women. Nevertheless, the 
achieved sample of 36 Chinese and 26 English women (62 in total) was adequate for 
revealing comparisons between Chinese and English women’s consumption of the 
major food groups and their quality of diet (see section 6.5.6 for ‘Achieved sample 
characteristics’).
6.5.2 Sample Selection: the modified snowball sampling method
Using the above criteria to select the sample, it was evident that finding the sample 
would involve a highly selective procedure of a range of cases. There was a problem 
of not having an appropriate sampling jframe firom which to draw the sample and I had 
to develop my own sampling approach (Mason, 1996:103); hence an informal set of 
networks had to be used. This qualitative research required the selection of cases 
which depended to a large extent on their accessibility (Silverman, 2000). For my 
sample selection, it was more appropriate in terms of costs and time (Mason, 1996; 
Bryman and Cramer, 1990:103), to use the ‘snowball sampling’ method for both the 
Chinese and English samples.
Snowball or chain sampling was used to locate potential Chinese and English women 
who fulfilled the required primary criteria of the sample and the target numbers (see 
Appendix E). It is a process whereby people are asked if they know of people with 
certain characteristics, and to get further contacts fi*om them, thereby causing the 
snowball effect that gets larger as more contacts are obtained (Patton 1987:56; Mason, 
1996:103, Abercrombie et al., 2000:318). It is also known as 'networking' (Lee,
1993). Establishmg rapport with respondents was important to gain introductions to 
their personal contacts (see section 6.4.6). This sampling method was modified to 
take into consideration the selection criteria for the target sample.
6.5.3 Finding the Chinese sample: Key issues
The Chinese population in the UK is relatively small (see Chapter 2) which makes 
Chinese middle class women in midlife difficult to find. Moreover the Chinese on the 
whole are perceived to be reluctant to be interviewed. The Chinese interviewers in
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Pilgrim et al.’s (1993:23) survey raised the issue that Chinese people were reluctant to 
participate, particularly in research on health, for reasons of superstition and an 
anxiety about lack of confidentiality. Although subsequently to a certain extent this 
was proved unfounded because the Chinese did participate in their survey. 
Nevertheless the fact that the Chinese interviewers expressed this view, does reflect 
an apprehension about the difficulty of obtaining interviews fi*om Chinese people. A 
Chinese respondent in my study also echoed this reluctance of the Chinese to be 
interviewed.
It would be inappropriate to look for the sample by identifying Chinese names in 
registers or official lists as there were too many criteria involved i.e. women, aged 
between 40 and 60, non-manual occupations, family status and Chinese women who 
were non-English speakers. Another problem was that attempting to look just for 
Chinese women through the use of Chinese names was problematic as many would be 
omitted because of the use of their English names, particularly those who were 
married to non-Chinese husbands.
Problems of identifying Chinese populations were highlighted by Harland et al.
(1997) who used a variety of methods including the use of a medical register, in 
identifying Chinese names and extensive publicity for their project, in order to get a 
large sample of several hundred Chinese people living in Newcastle. Electoral 
registers have also been used for large surveys, for instance of around 1,000 Chinese 
people in the Health Education Authority's Survey on the health and lifestyles of the 
Chinese population in England (Sproston et al., 1999). Although there are 
organisations that have specifically Chinese members, the selective criteria of the 
sample had to be taken into consideration. As I wanted a sample of a range of Chinese 
women with varying characteristics e.g. English speakers, aged between 40 and 60, 
marital status, middle class occupations, employment status, different family 
structures (see Appendix E), rather than one conforming just to ethnicity, the use of 
registers, directories, and official lists was considered to be futile.
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6.5.3.1 Selection procedure of the Chinese sample
I began by looking for some Chinese women respondents, as they were considered 
difficult to find because of the problems associated with obtaining the sample as 
discussed above (section 6.5.3). Ethnicity, age (between 40 and 60 years old),
English speakers and in professional, managerial or non-manual jobs were the initial 
criteria for identifying Chinese women for interview. As finding Chinese women to 
interview raised problems of where and how to get in touch with them, it was decided 
initially to go through personal contacts of my Chinese friends and former Chinese 
colleagues (at a Chinese community organisation in London) to introduce their 
Chinese friends, i.e. using the 'snowball' sampling method. Hence one personal 
contact would introduce a respondent who subsequently would introduce others.
A number of informal Chinese groups and organisations were considered to provide 
useful contacts. Some groups were members (or who used the premises) of Chinese 
community centres. These centres tend to have predominantly Chinese-speaking 
members, although the staff and volunteers would be bilingual in English and 
Chinese. Other fund raising charity-based groups, such as the 'Lions Club’ has a 
group of Chinese members, and Chinese churches in London, would increase the 
possibility of finding the sample. Other possible contacts were with various Chinese 
language classes for children. The parents of children learning Chinese were potential 
respondents, and so were members of organisations affiliated to countries such as 
China, Hong Kong, Malaysia and Singapore with high numbers of Chinese migrants 
to the UK.
Continuous reviews of the characteristics of the interviewed sample took place 
throughout the period of finding the sample to ensure that a high proportion of 
Chinese women with children were interviewed, as parental status was an important 
dimension for the investigation of women's roles in the family. The sample matrix of 
demographic data (Appendix E) was updated throughout the sample selection process.
The Chinese were identified through the process of seeking out those who were 
thought to be Chinese by their contacts, then confirmed when the interview
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appointment was fixed, and finally at the start of the interview through self 
identification of ethnicity by asking them to describe their ethnic group.
6.5.4 Finding the Fnglish sample
Finding the English sample from a much larger English population than the minority 
Chinese population would appear to be an easier task. However, finding the English 
sample with the same matching criteria as the Chinese sample made the process just 
as difficult as finding the Chinese sample. The problem of not having an appropriate 
sampling frame from which I could find the Chinese sample was also an issue in 
finding the English women sample. Thus I had to develop my own sampling 
approach (Mason, 1996:103) for the English as well (section 6.5.2). The procedure 
for finding the English sample was also through the use of formal and informal known 
contacts.
Contacts were made with organisations and institutions to identify respondents with 
the same occupations as those already interviewed in the Chinese sample, and 
conforming with the matching criteria of the Chinese sample. As personal contacts 
provide ease of access (Lofland and Lofland (1984) (section 6.5.5.1), informal 
approaches to these organisations through a known contact was a more effective 
approach than the formal approach. Both the formal approach and personal 
networking approach were used to obtain the English sample , which was selected in 
order to ensure frequency distribution matching with the Chinese sample.
6.5.4.1 Selection procedure of the English sample
Once the first few Chinese women were found and interviewed, the English sample 
was sought to match the Chinese respondents. The Chinese respondents were asked 
to introduce their English colleagues. Hence two sets of interviews with Chinese and 
English women were going on in parallel. Where no English female colleagues with 
the appropriate criteria were recommended/available, other informal contacts through 
various informal networks of fiiends, relations and neighbours were made. Formal 
contacts were also made with institutions in relation to specific occupations e.g. social 
services departments for those working in health occupations. As finding the sample
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progressed, the personal networks of introductions to women aged between 40 and 60 
and in middle class occupations, led in some cases to finding English women in 
certain occupations (e.g. social workers) first. In these cases, the Chinese women in 
equivalent occupations were sought later. Hence it was important that the 
occupational classes covered a range of similar but not necessarily identical 
occupations e.g. professionals (such as accountants and university lecturers) in 
occupational class I, Health, Education and Community Workers in occupational class 
II, and office workers in class III non-manual (Appendix D). The procedure of 
identifying English women was similar to selecting the Chinese sample except that 
the English were not asked for self-identification of ethnicity during the interview but 
that they were English was confirmed before the interviews took place.
6.5.5 Key sampling issues
The following issues affected obtaining both the Chinese and the English samples.
6.5.5.1 Personal contacts
The advantage of personal contacts is the ease of access. The importance of personal 
contacts ensured that I was recommended by family, friends, acquaintances, and 
former colleagues who could vouch for my credibility. Lofland and Lofland (1984:25) 
endorsed this point:
It seems quite typical for outside researchers to gain access to settings 
or persons through contacts they have already established. They cast 
about among their friends, acquaintances, colleagues, and the like for 
someone who is already favourably regarded by the person or persons 
with access control. In short, wherever possible, you should try to 
use preexisting relations of trust to remove barriers of entrance.
Moreover, these contacts would have kept in touch with their fiiends and would tend 
to have current addresses (Westoby et al., 1976).
104
6.5.5.2 Gatekeepers
The issue of gatekeepers had a bearing on obtaining the sample. First of all, it is 
necessary to establish a relationship with the gatekeeper to gain support for one's 
research study (Hammersley and Atkinson, 1983:72). It could be advantageous in 
accessing the sample in terms of the gatekeepers’ contacts, and in this case to be able 
to access a group of people within the same occupational job. However, it could be 
detrimental if the gatekeeper's authority was perceived as a pressure to submit to an 
interview, and the anxiety that the respondent's poor health status could prove 
detrimental to their careers if the gatekeeper knew about it. A gatekeeper, who was a 
respondent’s employer, had a negative impact on the interview. Just before the 
interview started, the respondent asked me how I knew her employer, and gave the 
shortest interview. Although she mentioned having a health concern on the telephone, 
this was not articulated during the interview. Such hierarchical relationships between 
gatekeepers and respondents are of fundamental importance and can be detrimental, a 
point raised by Hammersley and Atkinson (1983:74). However, the only other use of 
a gatekeeper was the manager of a community centre who was the gatekeeper for 
interviews with two nursery workers, but this did not seem to have any adverse effects 
on the interviews.
6.5.5.3 Possibility of a biased sample
The disadvantage of obtaining access through personal contacts is the possibility of 
obtaining a biased sample. Although ease of access to respondents is important, I was 
aware that the use of the ‘snowball sampling’ method would depend to a large extent 
on my Chinese contacts and their networks. This could mean that those who did not 
belong to any Chinese network could be missed out, and the sample could be biased if 
the Chinese sample had a predominantly Chinese social network. In order to offset 
this, I mentioned my search for the Chinese sample to non-Chinese contacts too.
The same network procedure applied to obtaining the English sample, using friends 
and former colleagues (and their contacts), from my previous jobs. However, Mason 
(1996:103) raised the issue of whether it mattered if respondents might know each
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other. To the extent that a group clustering of friends and/or colleagues may share the 
same beliefs and practices that would have an influence on the sample, I sought no 
more than two contacts from the same personal contact or working environment. To 
offset this potential bias of friends influencing friends, or sharing the same beliefs 
(also see sections 6.4.3 and 6.4.4 about contamination of data), a larger range of 
different sources of contacts was made. However, a group of four work colleagues 
were interviewed as they had expressed interests in participating in the study, and the 
personal contact did not stipulate that only two women were required. It was decided 
to interview all four rather than having to select or ask two to withdraw, as this could 
affect their involvement and enthusiasm. Briefing and debriefing, before and after the 
interviews to encourage respondents not to discuss their interviews with their 
colleagues/friends who would be interviewed later took place, although I was aware 
that it could still be a problem (also see section 6.4.3).
6.5.S.4 Time and location constraints
Time and location constraints were issues of concern particularly in trying to locate a 
small and difficult to find sample, because of the number of criteria that the sample 
had to fulfil. Even after an introduction had been obtained, respondents often found it 
difficult to fit in interview dates because of their work and holiday schedules that took 
them abroad or for busy working mothers, finding time to fit in interviews during the 
evenings and even at weekends (also see section 6.5.5.5). Efforts were made to 
interview the women at their convenience, and their preferences included at work and 
during their working day. However, I was aware that the quality of data may be 
influenced by the location of the interview, as respondents may have felt less at ease 
at their work location although this was not so in most cases. About one third of 
Chinese and English women were interviewed at their place of work, compared with 
just over half who were interviewed at home (Table 6.1). The data was collected 
mainly in the South East e.g. in and on the outskirts of London, with a few interviews 
in Reading and Norwich.
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Table 6.1 Interview  locations
Chinese English_______ All
Respondent’s home 20 (56%) 14 (54%) 34 (55%)
Respondent’s place of work 10 (28%) 9 (35%) 19 (31 %)
Respondent’s friend’s home 5(14%) 2 (8%) 7(11%)
Other places, e.g. room in 1 (3%) 1 (4%) 2 (3%)
student respondent’s 
university________
Total ___________________ 36(101%)
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6.5.5.5 Refusals and withdrawals
As pointed out by de Vaus (1990:73) about people who do not respond:
Often non-responders are different in crucial respect to 
responders...the difficulty is not so much the bias itself, ...but 
working out what the bias is and to what extent it occurs.
This is where refusals and withdrawals should be recorded. In this study, their lack of 
time was the main reason given by potential respondents who declined to participate. 
An English woman who initially agreed to be inteiwiewed, subsequently withdrew 
because she said her mother had become ill, and also declined to be interviewed at a 
later date at her convenience. One may not be able to identify the actual reasons, nor 
work out what the bias is. However, as de Vaus (1990) advocated, I have taken steps 
to lessen the possible influence of the impact of my Chinese ethnicity on the English 
respondents by obtaining personal recommendations and by using my English 
husband’s surname, and to ensure that potential respondents were assured about the 
issue of confidentiality.
6.5.6 Achieved sample characierisîîcs
Overall, the achieved sample of Chinese and English women (see section 6.5.1.4 and 
Appendix E) reflected a broad parity of matching on a number of selected criteria, i.e. 
aged between 40 and 60; women’s occupational class and employment status (with a
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slight difference in women’s foil time employment status); partners’ occupational 
class and employment status in the two samples. There was a difference in the 
numbers of women with children and women who never had children. However, 
when the key factor of having children living at home was considered, parity was 
achieved with 47% of Chinese women and 50% of English women having children at 
home. It was difficult to match the samples on all the criteria simultaneously due 
primarily to the difficulties involved in accessing a small and hard-to-reach 
population. Nevertheless, the sample achieved for both the Chinese and English 
women, was broadly equivalent on key criteria (also see Chapter 7, section 7.2)
A matrix of demographic and socio-economic characteristics (see Appendix F) 
provides an overall expanded picture with more details of the characteristics of the 62 
sample members. The data includes the respondents' identification code, age group, 
marital status, living with or without partners, socio-economic factors such as the 
respondents' and their partners’ type of occupation, occupational class I, II and III 
non-manual, and respondents’ employment status as well as degree/professional 
qualifications and material factors, such as housing tenure and household car 
ownership. Out of the 24 Chinese women living with partners, 9 had Chinese 
husbands and 15 had English or White partners. The total numbers of children and 
the age group of the youngest child also give a clear description of the characteristics 
of the sample. However, it must be recognised that this is only a small sample and is 
not representative of Chinese and English women living in the UK.
6.6 Data Analysis
The main interviews took place jfrom April to October 2001, and the final sample 
(which included the pilot study) was 62 women i.e. thirty-six Chinese women and 
twenty-six English women. The respondents were informed in a letter and it was 
reiterated prior to the commencement of the interview, that they would be allocated a 
number so that they could not be identified (see section 6.4.4). Subsequently in the 
analysis, this identity number was changed to a pseudonym to make it easier for 
readers of the study to remember names rather than number codes.
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This study has utilised both qualitative and quantitative approaches to analyse the data 
from semi-structured interviews covering major topics about health and diet, and 
quantitative data from the Food and Drink Questionnaire about the food women 
consumed.
6.6.1 Qualitative analysis o f semUstructured interviews
The task of facilitating the management of the volume of data that was collected from 
62 respondents' interviews that lasted from forty-five minutes to two hours and fifteen 
minutes suggested that it would be more effective to use computer analysis software. 
(All the interviews were fully transcribed.) This was all the more pertinent as the 
open-ended questions required a constant comparison between answers within one 
interview, as well as across interview transcripts. As Fielding and Lee (1998:57) 
pointed out, 'computers are fast and flexible', and enable one to try out new analytical 
ideas that will generate creativity in dealing with the data. Seale (2000:155) also 
made these points, and added that the advantage of CAQDAS (Computer Assisted 
Qualitative Data Analysis Software) was ‘the improvement of rigour, including the 
production of counts of phenomena and searching for deviant cases’. Furthermore, 
the justification for using a computer package included enabling replication of what 
was done through keeping a log of analytic procedures (Fielding and Lee, 1998:58) 
and allowed data to be coded, retrieved and sorted with greater ease and in different 
ways (Fielding and Lee, 1998; Seale, 2000). As such, I selected WinMax 99 Pro on 
the basis that it was particularly user fiiendly compared to other software packages 
such as NUD*IST.
A systematic analysis using manual coding was also used when it proved to be a 
faster method than using computer qualitative analysis. For example it was quicker to 
use this method to find out who had the main responsibility for cooking in the 
household, by examining the answers to Question 15 in the Interview Schedule: ‘Who 
does the cooking in your home?’ Most women who had the main responsibility for 
cooking gave a one-word answer of ‘Me’, or a brief answer as to who cooked during 
the weekdays and at weekends or if it was a joint responsibility.
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Quotations from both Chinese and English women were used to illustrate the 
analytical points. The women in the sample were identified by their pseudonyms, and 
their quotations italicised. The pseudonym given to each respondent was followed by 
the first letter ‘C’, that stood for ‘Chinese’, or ‘E’ for ‘English’; a second/third letter 
denoted marital status i.e. ‘M’ for ‘married’, ‘S’ for ‘Single’, ‘D’ for ‘Divorced’, ‘W’ 
for ‘Widowed’, and ‘Sp’ for ‘Separated’; followed by a figure that indicated the 
number of children they had if any (regardless of whether the children still lived with 
them). Thus, Lin-CMO referred to a Chinese woman given the pseudonym of ‘Lin’ 
who was married but did not have any children, and Polly-ESpl referred to an English 
woman with the fictitious name of Polly, who was separated from her husband and 
had one child.
In quoting the data extracts, the letters ‘DH’ referred to my initials as the interviewer. 
‘Q’ followed by a number, stood for the Question numbered on the Interview 
Schedule (0) (e.g. Q17, was Question 17 as indicated on the Interview Schedule 
which was: ‘What makes you decide what foods to buy and cook?’), and ‘QA’ 
followed by a number, referred to the Answer to the Question numbered on the 
Interview Schedule (e.g. ‘QA17’ stood for the response to Question 17 in the 
Interview Schedule). ‘QA17/Jessie-CM2’ referred to the response to Question 17 by 
Jessie, a Chinese married woman with two children. In addition, there were symbols 
in the quotations from the interviews, such as [ ], which indicated the researcher’s 
words; [?] referred to inaudible data; a series of dots i.e .... showed a pause in the 
respondent’s answer; [...] indicated my omission of words from the transcript; and 
respondents’ answers that are underlined emphasised my points.
6.6.2 Process o f  qualitative analysis
A preliminary analysis was conducted using notes taken when talking to respondents 
during the interview and when transcribing from the audiotapes. Silverman 
(2000:119) advocated that for most qualitative research, one should be 'analysing data 
more or less from day one'. Brief notes were made of potential problems, emergent 
and significant themes, and respondents' emphases. These notes included their
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comments after the interviews that indicated themes that were not brought up during 
the interview (see section 6.4.6).
The semi-structured format of the interviews provided the framework for analysis of 
various topics on health (see section 6.4.1), with frequency measures for some closed 
questions e.g. the respondent’s self assessed health status, with an answer to be 
selected from a running prompt of graded answers. The qualitative analysis in the 
semi-structured interviews with in-depth probing was a systematic process that was 
guided by the literature reviewed. Women’s everyday diet emerged as a key topic in 
the search for themes and significant issues in the Pilot Study (see section 6.4.7).
The literature reviewed drew attention to Chinese and English cultural influences that 
were examined in the data. But it became clear during the progression of the 
interviews that Chinese women’s notions of a healthy diet did not relate to the 
traditional Chinese diet of the maintenance of equilibrium, but related to the western 
diet based on the nutrients in foods. From close analysis of the data, using the 
grounded theory approach (Strauss and Corbin, 1990), concepts began to emerge. 
Punch (1998:211) described ‘the first level of conceptual analysis’ as ‘open coding’. 
Initially, I created an open coding list in WinMax 99 Pro (section 6.6.1). Using the 
hierarchical system of codes and sub-codes in WinMax 99 Pro, a list of codes and 
sub-codes was defined, and each transcript was coded systematically, identifying 
notions of Chinese and English cultural differences and similarities in relation to diet 
that emerged. For example, the emergence of the notion of ‘a healthy diet’ was 
identified with sub-codes e.g. balanced diet, nutrients, fresh, natural. I found it 
helpful to refer back to the original transcripts throughout the analysis.
Simultaneously, other emerging concepts were identified, e.g. the notion of women’s 
health consciousness for their own health, and this raised the question as to whether 
the level of women’s underlying health consciousness had an impact on their overall 
quality of diet. Thus a comparative analysis was made using the quantitative data 
derived from the Food and Drink Questionnaire and the notion of women’s health 
consciousness that emerged from the qualitative analysis of the interviews (see 
Chapter 7). Other notions that emerged included caring for partners’ and children’s
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health; caring for partners’ and children’s food preferences, (particularly vegetarian 
daughters), seeking to balance family food consumption to promote health and to 
ensure their families ate for pleasure, foods that were likely to be detrimental to 
health, caring to ensure family bonding and work-related stress. Quotations were then 
identified fi*om the coded transcripts and cited, with comparisons between and within 
the Chinese and English groups.
Throughout the analytical process, constant comparisons were made (see Mason,
1996; Lofiand and Lofland, 1995) between Chinese and English women, and within 
the two groups, for similarities, differences and unique examples. Constant 
comparisons and constant questioning are two analytical processes described by 
Strauss and Corbin (1990). For instance, in comparing and questioning Chinese and 
English women’s accounts, the different categories of the notion of health 
consciousness emerged fi-om the data. The movement between the individual cases 
and the concepts that were identified followed a pathway that moved firom the 
descriptive to the conceptual.
In qualitative analysis. Mason (1996) suggested tracing the route of one's 
interpretation of the data as a method to demonstrate the validity of the analysis. 
Keeping a report of the analytic procedures has enabled me to do this. Analysis is a 
continuous process that takes place during the interview, transcribing the interview 
and using the qualitative data analysis software package (WinMax 99 Pro), through a 
basis of questioning and comparisons between and within transcripts. Reflexivity in 
questioning assumptions throughout the tracing of the analysis process to its source is 
a vital part of qualitative research.
6.6.3 Quantitative analysis o f the *Food and Drink* Questionnaires
The 'Food and Drink' Questionnaire offered another method of examining the food 
categories of the respondents’ everyday diet based on the firequency of consumption. 
The independent-samples t-test was chosen for the statistical analysis of the women’s 
mean scores of consumption of the five major food groups (carbohydrates and fibre; 
ftruit, nuts and vegetables; meat, fish and alternatives (e.g. eggs); milk and dairy
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foods; fats and sugar); sub-groups (e.g. fruit) and some individual food items (e.g. 
beef). This method of analysis was most appropriate as it enabled a comparative 
analysis of the food consumption data between two groups i.e. Chinese and English 
women. Comparisons of diversities between and within the two groups (Chinese and 
English) were achieved through analysis using the statistical package SPSS.
In addition the data from the Food and Drink Questionnaire was analysed to assess 
whether women consumed a healthy or unhealthy diet. A diet score was used to 
calculate the overall quality of each woman’s diet. This method of analysis was 
derived from Cooper et al. (1999) and Dowler and Calvert (1995), whereby food 
items were allocated positive, negative or neutral scores, and a total diet score was 
calculated. As such, different types of diets (e.g. healthy; unhealthy) could be 
identified (see Chapter 7, section 7.8).
I tested the emerging qualitative findings that Chinese and English cultural influences 
did not have a major impact on these women’s everyday diet, by analysing the 
quantitative data from the Food and Drink Questionnaires (see Chapter 7, sections 7.7 
and 7.7.1). The analysis of consumption patterns of the five major food groups, and 
their sub-groups, utilising independent-samples t-tests revealed some significant 
differences of certain major food types between the Chinese and English women. As 
the key issue was whether these differences impacted on women’s overall quality of 
diet, a further comparison was made utilising a total diet score calculation to obtain 
the overall quality of diet of the whole sample (see Chapter 7, sections 7.8 - 7.10).
6.6.4 The complementarity o f qualitative and quantitative analysis
The value of using both quantitative and qualitative methods meant that different but 
associated research questions were addressed so that the types of data sets 
complemented each other (Brannen, 1992). The quantitative approach produced 
statistical and frequency outcomes, which addressed key issues, such as the Chinese 
and English cultural aspects and living arrangements in terms of the types of food 
groups/sub groups consumed, and the overall quality of women’s diet. The 
qualitative approach identified concepts and traced the process of ‘doing wife/mother’
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in relation to the family’s food consumption and its impact on women’s diets. 
Moreover, I was able to test the emerging findings from one qualitative approach by 
utilising the other quantitative approach.
The analytical strategy of linking qualitative and quantitative data enabled the 
emergence and testing of a conceptual model that was grounded in the data. Thus, the 
final stage of analysis was identifying a conceptual framework grounded in the data 
which focused on two major overarching influences (Chinese and English cultural 
influences and family structure) that were linked to four concepts: knowledge of a 
healthy diet, (level of) health consciousness (see Chapter 7), the gendered nature of 
caring (see Chapters 8 -1 0 ) and work-related stress (Chapter 11), which were shown 
to impact on women’s food consumption. This model (Figure 12.1) is introduced in 
Chapter 12, to show how in comparison to women living on their own, the gendered 
nature of caring as demonstrated in the processes of ‘doing wife’ and ‘doing mother’, 
which were embedded in their multiple roles, impacted on employed wives’ and 
mothers’ overall quality of diet particularly when women were experiencing work- 
related stress.
Using multiple methods is a way of strengthening analysis. I was aware that the 
different sources of data could be conflicting, and would require investigation in 
understanding why there were differences (Brannen, 1992; Patton, 1987). In this 
study, the methods and the data were found to be mutually reinforcing. The 
qualitative and quantitative analysis complemented each other.
Writing and rewriting drafts for my supervisor was also part of the analytical process 
in clarifying and developing my conceptual model and theoretical framework 
(Williams, 1998; Horton, 2002).
6.7 Summary
This chapter has examined the justification for this exploratory comparative study, 
and the research design and methods considered appropriate to understand middle 
class midlife Chinese and English women’s everyday diets. The processes of 
sampling and interviewing were outlined, together with a discussion of the problems
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that arose, and how they were resolved or at least mitigated. The importance of 
achieving a broad parity of key socio-demographic criteria between the Chinese and 
English samples was outlined. The chapter has highlighted the rationale for the use of 
both qualitative and quantitative methods. The next five chapters will analyse the 
data obtained to understand the quality of the everyday diet of middle class Chinese 
and English women in midlife.
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Chapter?
Chinese and English Women’s Demographic Characteristics, Health 
Consciousness and Everyday Food Consumption
7.1 Introduction
One of the central aims of this thesis is to examine the health maintenance behaviour 
in relation to food consumption of middle class Chinese and English women in mid 
life. The literature review has highlighted the major themes of cultural differences in 
dietary beliefs and the influence of gender roles on the relationship between health 
and diet. Common lay concepts of what constitutes a healthy diet were also 
discussed.
The focus of the five analysis chapters is to investigate Chinese and English cultural 
influences and how family/household relationships influence the daily food 
consumption of Chinese and English women. To this end, the analysis chapters focus 
on cultural influences (this chapter), and on women’s relationships with their partners, 
children and with other members of the household, highlighting the importance of 
these relationships in relation to work-related stress. As such, there are four 
subsequent analysis chapters that comprise:
® The Impact of ‘Doing Wife’ on Women’s Daily Diet
• ‘Doing Mother’ for Children’s Health and Diet
• ‘Doing Mother’ to Promote Family Life and Well-Being
• Work-related stress. Diet and Women’s Living Arrangements
This introductory chapter of the analysis section sets the background for the four 
subsequent chapters of qualitative analysis that seek to investigate and explain any 
differences between Chinese and English women, and among the four different 
household types of: women living with their partners only; women living with 
partner and/or with children; women living alone, and women sharing their household 
with other women. This chapter also seeks to examine any differences between the
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qualitative data (derived from interviews) and quantitative data (Food and Drinlc 
Questionnaire) in relation to consumption of the major food groups.
In the first section of this chapter, general demographic data about the sample is 
discussed drawing primarily on data in Appendix F (and also with reference to data 
presented in Appendix D and Appendix E), to illustrate the respondents’ background. 
The next section examines the notion of the respondents’ Health Consciousness 
derived from the qualitative analysis of the interviews in relation to the respondents’ 
ethnicity and household structure. This is followed by a quantitative analysis of 
responses to the Food and Drink Questionnaires to obtain a measure of diet score that 
distinguishes between a healthy, neutral (neither healthy nor unhealthy) and an 
unhealthy diet. Comparisons are made between Chinese and English women and 
among women in the different household types. The next sections examine women’s 
overall quality of everyday diet, and compare the results with their Health 
Consciousness. In the final section, Chinese and English cultural influences on the 
food consumption and the overall quality of diet are examined.
7.2 Demographic Characteristics
The sample was based on 62 women in midlife i.e. 36 Chinese and 26 English 
women, aged between 40 and 60. The demographic data about the background of 
women in the sample is presented in Appendix F. There is broad parity of matching 
criteria in the sample between Chinese and English women.
Table 7.1 Women’s ethnicity and age band (column %)
__________________________ Chinese__________ English__________ AH_______
Under 45 years 12(33%) 6(23%) 18(29%)
46 -  50 13 (36%) 4 (15%) 17 (27%)
51-55  8(22%) 10(38%) 18(29%)
5 6 -6 0  3 (8%) 6(23%) 9(15%)
All _____________________36 (99%) 26 (99%) 62 (100%)
In terms of age, the Chinese sample is younger (with 69% under the age of 50), than 
the English sample (with 61% over 50)(Table 7.1). This is also reflected in the age of 
the youngest children living at home (Table 7.2), although the ages of the children 
were not primary sampling criteria.
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Table 7.2 Age of youngest child and living arrangement of whole sample (row %)
Age of youngest child living at Children Not No All
home living at children
_____________________________________ home____________________________
12 and 13-17 18+
under
Chinese 11(31%) 5(14%) 1 (3%) 4(11%) 15(42%) 36(101%)
English 3(12%) 5(19%) 5(19%) 9(35%) 4(15%) 26(100%)
The Chinese sample was much less likely to have children than the English (Table
7.2), 42% compared to 15% respectively. However, the majority of the Chinese 
mothers who have children, have young children under the age of 12 living at home.
In contrast, the English sample not only were more likely to have children, but a 
proportionally smaller percentage of their children were still living at home, and the 
children who lived at home tended to be older (Table 7.2). These differences partly 
reflected the age differences between the Chinese and English sample (and shows a 
similar pattern with the family structure of Chinese and Whites in the 1991 Census 
data (Cheng, 1996). Nevertheless, there was parity of around half the Chinese and 
English women with children living at home (48% Chinese compared to 50% English, 
Table 7.2).
There is also similarity of marital status, particularly widowed/divorced/separated 
women, but with larger differences between married/partnered women (64%, 23/36 
Chinese and 73%, 19/26 English), and single women (25%, 9/36 Chinese and 12%, 
3/26 English) (Appendix E (a)). However, for the purposes of this study, marital 
status was less crucial than living arrangements.
With regard to employment status, all the women living alone were working full time. 
There was rough parity between Chinese and English women working part time with 
19% (7/36) Chinese compared to 25% (9/26) English; and women who were not 
working i.e. 17% (6/36) Chinese, compared to 12% (3/26) English. However, there 
was a slightly larger difference between Chinese and English women in full time 
employment, with 64% (23/36) Chinese compared to 54% (14/26) English (Appendix 
E(b)).
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Women’s occupational class (Table 7.3), and occupational characteristics (Appendix 
D) were broadly comparable, with the largest proportion being Health, Education and 
Community Workers in occupational class II, 42% Chinese and 38% English (Table 
7.3). Moreover, their partners’ occupational class groups were similar (Appendix E).
Table 7.3 Social class occupations and economically inactive groups of Chinese 
and English women
Occupations and 
Economically Inactive
Social Class and 
Economic Inactivity 
Groups__________
Chinese English All
Traditional Professions I 7 (19%) 7 (27%) 14 (23%)
H.E.C.* Occupations II 15 (42%) 10 (38%) 25 (40%)
Office Workers 
(High Grades)
II 3 (8%) 1 (4%) 4 (6%)
Other Office Workers III 6 (17%) 5 (19%) 11 (18%)
Not Economically 
Active**
Not Employed 3 (8%) 3 (12%) 6 (10%)
Unemployed Unemployed 2 (6%) 0 (0%) 2 (3%)
All 36 (100%) (100%) 62 (100%)
Index: *H.E.C. = Health, Education and Community Workers 
**Not Economically Active = Housewives, Students and Retired.
In spite of the complexity of accessing a difficult-to-access small population of 
Chinese women, and finding an equivalent English sample, nevertheless, the Chinese 
and English samples achieved were broadly comparable.
7.3 Self Assessed General Health Status
The middle class Chinese and English women in midlife have reported similar rates of 
‘Good Health’ as the 2001 Census data that applied to all ages indicated (see Chapter 
2 section 2.6). Half the sample of middle class Chinese and English women in 
midlife rated their own health as ‘Good’ (50% Chinese; 46% English) (see Table 7.4). 
However English women reported double the percentage (35%) of Chinese women 
(17%) who rated their own health as ‘Very Good’, while 6% (2/36) of the Chinese 
women rated their own health as ‘Bad’ compared with none of the English women. 
This differs from the general health status data in the 2001 Census covering all ages,
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which reported the Chinese as having a rate half that of White British in relation to 
‘Not Good Health’ (see Chapter 2 section 2.6).
Table 7.4 Self Assessed General Health Status of Chinese and English women
General Health Status ________Chinese______________ English
Very Good 6 (17%) 9 (35%)
Good 18 (50%) 12 (46%)
Fair 10 (28%) 5 (19%)
Bad 2 (6%) 0 (0%)
All
7.4 Women’s Cooking Responsibilities
Women had the main responsibility for food-related practices in their families, in line 
with the studies reviewed in Chapter 5, section 5.6 (i.e. Gregory, 1999; Caplan,
1997a; Murcott, 1983a, 1998a; Charles and Kerr, 1988; DeVault, 1991). Moreover, 
this was the case irrespective of their employment status (Schafer and Schafer, 1989). 
Table 7.5 to Table 7.7 illustrate the work status and cooking responsibilities of 
women with partners (n = 44). They show the differences between the cooking 
responsibilities of women and their partners, and that women have the main 
responsibility for cooking in the household (73%) (Table 7.5).
Table 7.5 Cooking responsibility among women living with their partner 
(column%)
Chinese_______ English_______ All
Respondent has primary cooking 17 (71%) 15 (75%) 32 (73%)
responsibility
Shared responsibility 4 (17%) 4 (20%) 8 (18%)
Partner has primary cooking 2 (8%) 1 (5%) 3
responsibility
Independent cooking 1 (4%) 0 (0%) 1 (2%)
All    24(100%) 20(100%) 44(100%)
In Table 7.6, it is shown that the majority of women living with partners and working 
full time have the main responsibility for cooking (78%). However, a somewhat 
higher percentage of English full time employed women (89%) have the primary 
cooking responsibility compared to Chinese women (71%).
120
Table 7.6 Work status and primary cooking responsibility of women living with 
partners (row %)
Primary
Responsibility
Not Primary 
Responsibility
All
Full Time
Chinese 10 (71%) 4 (29%) 14 (100%)
English 8 (89%) 1 (11%) 9 (100%)
All 18 (78%) 5 (22%) 23 (100%)
Part Time
Chinese 2 (40%) 3 (60%) 5 (100%)
English 5 (63%) 3 (38%) 8 (101%)
All 7 (54%) 6 (46%) 13 (100%)
Not Emnioved
Chinese 5 (100%) 0 (0%) 5 (100%)
English 2 (67%) 1 (33%) 3 (100%)
All 7 (88%) 1 (13%) 8 (101%)
All women with 32 (73%) 12 (27%) 44 (100%)
partners
Fewer of the women working part time (54%) had primary responsibility for cooking. 
Three of the Chinese women working part time (60%) who did not have primary 
responsibility for cooking had English husbands, of whom one was retired and 
another self-employed. These women’s husbands own work status may have been an 
influential factor on the cooking responsibilities in their households. However, it has 
to be noted that the numbers are small.
Over four-fifths (83%) of mothers who had children living at home with them were 
primarily responsible for the cooking (Table 7.7). Overall middle class Chinese and 
English mothers in midlife have the primary responsibilities for cooking for their 
families even when in full time employment.
Table 7.7 Mothers (with children living at home) and responsibilities for cooking
Chinese English All
Primary responsibility 14 (82%) 11 (85%) 25 (83%)
Shared /Joint cooking I (6%) 1 (8%) 2 (7%)
Weekend cooking only 2 (12%) 0 (0%) 2 (7%)
Partner’s primaiy responsibility 0 (0%) 1 (8%) 1 (3%)
All 17(100%) 13(101%) 30(100%)
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7.5 D iet and H ealth: N otions o f  ‘a H ealthy D iet’
It is widely accepted that daily food consumption is associated with health (see 
Chapter 4, sections 4.5 and 4.6). The consumption of different types of food can 
promote or damage health. Foods that are regarded as health promoting are more 
likely to be associated with a healthy diet.
All the respondents had some notions of a healthy diet (also see Chapter 9, section
9.3). However, for the majority of Chinese women (86%, 31/36), their notions of a 
healthy diet did not relate to the traditional Chinese diet for the maintenance of 
equilibrium. The main reason was that they were neither knowledgeable about the 
food properties of the traditional Chinese diet, nor about traditional Chinese 
healthcare. Although the majority of Chinese and English women articulated what a 
healthy diet meant to them, some women expressed it indirectly through comments 
about foods that they regarded as not beneficial to health. These comments were 
expressed in terms of the lack of vitamins and nutrients in the foods they consumed, 
or an awareness of the importance of limiting the consumption of foods with a high 
fat content.
Many of the respondents expressed notions of healthy eating to maintain good health 
and gave examples of what constitutes ‘a healthy diet’. These ranged fi-om the broad 
elements of a healthy diet, such as Tots of finit and vegetables’, with some specifying 
‘5 portions of fruit and vegetables’. Tow fat’ and ‘reduced sugar’ that are promoted 
by the UK government in their Eight Guidelines for a Healthy Diet (HEA, 1997). 
Other properties of a healthy diet included terms such as ‘variety’, ‘moderation’, 
‘balanced’, and ‘fi*esh’ to more specific consumption o f ‘organic’ food and drinking 
lots of ‘water’. In addition, some women mentioned other food items with a specific 
nutritional value, and cited food items that they regarded as lowering the risks of 
certain illnesses. Their nutritional vocabulary also included terms such as 
‘wholefoods’, ‘high fibre’, ‘roughage’ and health damaging foods such as ‘saturated 
fat’.
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7.6 W om en’s H ealth C onsciousness (Q ualitative analysis)
Almost all respondents were not only knowledgeable as to what constitutes a healthy 
diet as found in the qualitative interview, but also explicitly illustrated their ideas of 
what a healthy diet meant to them in terms of the types and quantities of the different 
food groups that they regarded as healthy or otherwise. However, the impact of this 
knowledge on their daily diet differed.
The issue of why the knowledge of a healthy diet is not consistently maintained in the 
food purchase, cooking and food consumption behaviour of all respondents, as 
highlighted in the literature review, is complex. Many other intervening factors may 
have a more significant impact at the time of food purchase, cooking and food 
consumption. As discussed in the literature review in Chapter 5, factors such as 
marketing pressures, societal pressures on body image, Chinese and English cultural 
habits and upbringing may influence attitudes and taste. There may also be 
constraints of time, money and environment, and gender roles and responsibilities for 
food provision and preparation, all of which impinge on women’s food consumption. 
Among these middle class women in mid life, financial concerns and the lack of 
knowledge of what constitutes a healthy diet had little significant influence for them. 
Yet, knowledge of a healthy diet per se was not sufficient to influence the food 
consumption behaviour for many women.
7.6.1 The notion o f health consciousness
It was evident in these women’s interview responses that they were making conscious 
decisions about health in relation to their daily food consumption. Although some 
influences are not directly conscious decisions, but derived firom established habits 
and routines acted on unconsciously in their health maintenance behaviour, 
nevertheless the notion of health consciousness was a recurring theme throughout the 
interviews and occurred in a range of answers to the different questions asked. In 
contrast, Calnan (1987) found that the link between health and diet was not often 
articulated by the middle class and the working class (Chapter 3, section 3.5.1). The
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women in this study on the other hand, articulated their awareness of being Health 
Conscious.
‘Health consciousness’ emerged in this study, not as just being aware of health 
knowledge per se, but as the underlying personal perception of the importance of 
health knowledge to the extent that health considerations governed food consumption 
decisions. This perception was not just due to being knowledgeable about what to eat 
to promote good health, but also being actively committed to being healthy and 
achieving this through diet.
Three categories of health consciousness were identified firom the qualitative data as: 
‘Verv Health Conscious’. ‘PartiaHv Health Conscious’ and ‘Not Health Conscious’. 
Illustrations were identified that were indicative of each of the three main categories 
of health consciousness, one Chinese and one English woman in each case.
(1) Women who were ‘Verv Health Conscious’ about their daily food consumption, 
for example:
Susan-CM2
‘[...] my mother was very healthy. Looked very healthy before and suddenly she 
collapsed and they diagnosed diabetes. Diabetic and had a stroke, and that was 
about three or four years ago, [...] ever since then, I ’m now very careful o f my diet. ’ 
(QA6)
This respondent experienced a turning point in her life which made her change her 
diet that was previously high in fat, sugar and salt to a diet low in fat, sugar and salt 
content by consciously eating less meat (‘7 try to avoid meat as much as possible ’ 
(QA12)), a great deal less oil (‘7 cook my own food, and I  don’t put any oil on that. ’ 
(QA6)) and eating ^simple* foods (QA7) e.g. salads, and not eating desserts. She also 
deliberately went out to eat less often and thus avoided oüy and high saturated fat 
meals (QA6) and indicated that  ^I  control myself anyway...* (QA6).
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Ansela-EW3
‘Well, Hookfor nutritional food. Food that appears to he nutritional. The main 
purpose o f eating is for nutrition. ’ (QA19)
This respondent supplemented her vegetarian diet with vitamins and minerals that she 
was aware could be lacking with vegetarian diets (QA2). Moreover, she would eat 
‘fresh food regularly... because it has more goodness than processedfood’ (QA7), 
and avoided eating ‘richfood’ such as ‘friedfood’, ‘chocolate* and ‘chocolate cake’ 
because of the high sugar and fat content (QA9). Her preference for ‘wholemeal’ 
bread was, again, ‘Because there’s more goodness. ’ (QA19). Ultimately her major 
underlying reason for her food purchase decisions was to promote health. This was 
also the primary reason for women categorised as ‘Verv Health Conscious’.
(2) Women who were health conscious but did eat unhealthy foods for various 
reasons, or refrained from eating a major food that was health promoting, were 
classified as ‘Partiallv Health Conscious’.
Marsaret-CMl associated health with ‘eat healthily ’ (QA3) and when probed further: 
‘Anything else you want to say about ‘eating healthily’?’, replied ‘Ifeel that as a 
Chinese, we eat healthily anyway.* (QA3). She explained that by cooking the Chinese 
style, of cutting meat to ‘small bits ’, she ate less meat than the ‘English dinner with 
fust meat and veg... * and commented that she was able to cook five Chinese type 
meals compared to two English type meals with a chicken. This aspect of eating 
healthily was reinforced later on in the interview, ‘. . .Diet-wise, er. I ’m quite confident 
we’re eating well.* (QA7). However, when questioned about food consumption at the 
weekends: ‘ Weekends, we tend to take pack lunches, and we go out. [...]Kentucky, 
McDonald’s or packed lunch. Something that you can, a fastfood that you can locate 
anywhere in the High Street or our packed lunch. * (QA12). A healthy diet is 
associated with eating Chinese home cooked meals, but eating out often meant 
consuming unhealthy fast foods high in saturated fats, although the respondent did not 
directly indicate that fast foods were unhealthy. Nevertheless, these high saturated fat 
foods were consumed.
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Trudv-EM3
T think that absolute healthiness at all point, necessarily is, is not the best thing, 
because, life, you know human beings are more than physiology. Psychology comes 
into it too. Emotions and, and, you know, chocolate’s enjoyable, A puritanical 
lifestyle isn’t that healthy in the broadest sense o f the word. ’ (QA2)
The case for a healthy diet was acknowledged by this respondent and made more 
acute as her ‘husband is a food scientist and I  suppose my awareness o f these things is 
somewhat heightened as a result.* (QA2). Her choice of ‘wholemeal bread*, ‘brown 
rice* and other healthy food items was mentioned as part of her daily diet (QA2), and 
she stated that she ‘hardly eatjs] meat* but ‘we often eat fish ’ (Q12). Nevertheless, 
her primary concern about food was not just for promoting health but also for 
enjoyment, as she stressed earlier.
(3) Women who did not appear to be health conscious about what they consumed 
were classified as ‘Not Health Conscious’, for example:
Jessie-CM2
In response to Q19, Does the (western) nutritional value o f the foods or the lack o f 
nutrition affect your decision?
Jessie-CM2: No. I f l  just feel like eating anything, Ijust buy. I  don’t think about 
whether, you know, it is, it is er, you know, [nutritious]. I  suppose it tastes good.
Throughout her interview, Jessie-CM2 stressed the importance of taste governing her 
choice of food consumption for example, ‘Sometimes i f  Pm tired o f eating, you know, 
like, like, one day rice, the next day it might be fried noodles, you see.* (QA12), or 
food items e.g. ‘Ijust go and buy some fish and chicken and put in my freezer. And 
some day, ifIfeel like eating fish, I  cook fish. The next day I  feel like eating chicken, I  
will cook chicken. [...] Buy a mixture o f fish and chicken and meat and everything, 
lamb, just put it there, you know.* (QA17)
Trisha-ESp2
In her answer to Q17. ‘What makes you decide what foods to buy and cook? ’
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Tricia-ESp2:1 do keep stocks o f basic items like pasta and rice, and things like that.
So there is at least the basis o f a meal in the house. [...]
DH: Anything else that makes you decide what foods to buy and cook?
Well, yes, I  suppose I  do buy some things on the impulse, yes, certainly...
In response to question 19. ‘Does the (western) nutritional value of the foods or the 
lack of nutrition affect your decision?’ She replied: ‘[...] I f l  want to buy a cake, I  
will buy it, irrespective o f [the] nutritional value in it. ’
Although this respondent, who referred to herself as a ‘semi-vegetarian \  gave the 
reason why she did not eat meat: ‘I  don’t eat meat because I  don’t like it, but do 
occasionally eat some fish. ’ (QA2). Like the previous respondent, the reason that she 
did not eat unhealthy foods e.g. high fat content such as ‘friedfood’ was based on 
taste. ‘I  don’t fry at all personally, although members o f my family may fry something 
for themselves. [...] Ijust don’t like friedfood. ’ (QA19.)
For respondents who were classified as ‘Not Health Conscious’, it does not mean that 
they did not eat healthy foods, rather that they were less concerned about eating 
primarily to support health but were more influenced by enjoying the taste of what 
they ate which could be healthy or otherwise.
Table 7.8 illustrates the ethnic profile of Health Consciousness of the sample firom the 
qualitative interview data. There is not much difference in the health consciousness 
between these Chinese and English women, although among the English respondents 
there were a slightly higher proportion of ‘Partiallv Health Conscious’ women.
Among the ‘Verv Health Conscious’ women, their knowledge of what constituted a 
healthy diet was often reinforced by other factors such as parental ill health or their 
own attitude towards food consumption to promote health. On the other hand, women 
who were ‘Partiallv Health Conscious’ about their food intake were influenced by 
factors that mitigated against eating solely to promote health, e.g. such as availability 
when eating out or their personal attitudes. Likewise, the importance of taste, which 
could be a spontaneous decision in purchasing behaviour, meant that knowledge of 
healthy eating was often overshadowed for those who were identified as being ‘Not
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Health Conscious’. Ultimately, being knowledgeable about what constitutes a healthy 
diet per se is not sufficient to ensure the consumption of a health promoting diet.
Table 7.8 Health consciousness of Chinese and English women.
Chinese_______ English_________All
Very Health Conscious 14 (39%) 8 (31%) 22 (35%)
Partially Health Conscious 11 (31%) 12 (46%) 23 (37%)
Not Health Conscious 11 (31%) 6 (23%) 17(27%)
All___________________________36 (101%) 26 (100%) 62 (99%)
There were many factors that could reinforce or intervene in the implementation of 
the consumption of a healthy daily diet. The subsequent analysis chapters will 
examine the major influences that impact on Chinese and English women’s daily food 
consumption.
7.6.2 Women*s living arrangements and the notion o f  health consciousness
The women in this study are categorized into four groups: ‘single women’ living 
alone, ‘sharers’, ‘partnered women only’, and ‘mothers’ living in family households 
with children and/or partners. The term ‘single women’ (or ‘solo women’) in this 
chapter has been defined as women of any marital status living alone, including 
mothers who have adult children living elsewhere. (Hall et al. (1999) noted that there 
are increasing numbers of women living alone who are from the higher social 
classes.) Single women include those who share their accommodation with others 
(e.g. a lodger) but have independent responsibilities for their own food purchase, 
preparation and consumption. ‘Sharers’ were women who were not living with their 
partners but with another person in the same-shared household, including a 
respondent ‘carer’ who looked after her mother with a separate specialized diet.
These were women who were not married and who shared their accommodation and 
responsibilities for food purchase, preparation and consumption with other women. 
‘Partnered women only’ lived with their male partners as a couple. The final group is 
women living in family households as ‘mothers’ (with children and/or partner) who 
catered for their children’s daily food consumption.
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Women’s relationships within their households influenced their food purchase, 
preparation and the food they ate. In order to analyse the extent of such influences, it 
is valuable to first examine the relationship between the respondents’ notion of Health 
Consciousness (about their daily food consumption) and their living status.
The largest proportion of the sample was in family households with children i.e. 
women living with their partner and children, or living with their children only. It 
comprised half of the Chinese sample (48%) and English sample (50%) (Table 7.2). 
First of all it has to be acknowledge that by differentiating the different household 
types, and their level of Health Consciousness, the figures within each household type 
can be very small e.g. among the Sharers. Nevertheless it is important to make such 
differentiation in order to analyse the impact of household relationships on women’s 
food consumption (see Table 7.9).
Table 7.9 Women’s health consciousness and household types/living status
Living
Alone
Sharers Partnered
Only
Partners
and/or
Children
Only
All
Chinese
VHC 2 (33%) 2 (50%) 5 (56%) 5 (29%) 14 (39%)
PHC 0 (0%) 0 (0%) 3 (33%) 8 (47%) 11 (31%)
NHC 4 (67%) 2 (50%) 1 (11%) 4 (24%) 11 (31%)
All 6 (100%) 4 (100%) 9(100%) 17(100%) 36(101%)
English
VHC 2 (50%) 0 (0%) 3 (38%) 3 (23%) 8 (31%)
PHC 1 (25%) 0 (0%) 2 (25%) 9 (69%) 12 (46%)
NHC 1 (25%) 1 (100%) 3 (38%) 1 (8%) 6 (23%)
All 4 (100%) 1 (100%) 8 (101%) 13 (100%) 26 (100%)
Index: VHC = Veiy Health Conscious; PHC = Partially Health Conscious; NHC = 
Not Health Conscious.
In terms of the women’s Living Status, Table 7.9 shows the association between 
household composition and women’s health consciousness about daily food 
consumption. Both Chinese and English women with partners and/or children were 
most likely to be ‘Partiallv Health Conscious’. Of the Chinese Living Alone, two
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thirds (4/6) were ‘Not Health Conscious’, and they were sharply divided between 
those who were ‘Verv Health Conscious’, and those who were ‘Not Health 
Conscious’. This was a similar pattern among the four Chinese Sharers. Among the 
English, half (2/4) of the English women Living Alone were ‘Verv Health 
Conscious’, with only a quarter (1/4) being ‘Not Health Conscious’. Of the Chinese 
who were living with Partners Only, just over half (56% or 5/9) were ‘Verv Health 
Conscious’, whereas a smaller proportion (29% or 5/17) of Chinese women living 
with Partners and/or Children Only, were ‘Verv Health Conscious’.
Women who were Living Alone tended to be either ‘Verv Health Conscious’ or ‘Not 
Health Conscious’, although this was more distinct among the Chinese women with 
four of the six Chinese women being ‘Not Health Conscious’. Overall, the living 
arrangements of women living with ‘partners and/or children’ emerged as a 
moderating influence on women’s level of health consciousness about their own 
health. These mothers were most likely to be ‘Partiallv Health Conscious’.
7.7 Daily Food Consumption
The purpose of this section is to introduce the two methods that were used to examine 
the range of food consumed depicted in the Food and Drink Questionnaire (Appendix 
A). One method was to sum up the total reported frequency of consumption over a 
period of a month and then to compare the resultant mean amounts of food consumed 
between Chinese and English women by applying an independent-samples t-test. 
Major food groups and some individual food items were compared this way (see 
section 7.7.1). The other method (see section 7.8) was to calculate a Healthy Diet 
Score from a range of food items, and was modified along the lines of Dowler and 
Calvert (1995) and Cooper et al. (1999). Thus the everyday diet of both groups of 
women will be evaluated.
A Food and Drink Questionnaire (Appendix A) was given to the respondent after the 
interview. This was completed in the presence of the researcher, ensuring that queries 
could be answered, and that the questionnaire was accurately filled in. The aim of the 
questionnaire was to measure the nutritional quality of the respondents’ daily food
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consumption based on the recommended guidelines for a healthy diet (HEA, 1997; 
Gatenby et al., 1995). This enabled comparisons to be made between Chinese and 
English women, and among the different types of households. The questionnaire was 
used only as an approxinmte guide of the respondents’ diet and it was not intended to 
portray an accurate assessment of the standards of nutrition required by food scientists 
or nutritionists. Nevertheless, the data provide an overall quality assessment of the 
respondents’ daily food consumption.
7.7.1 Consumption of Major Food Groups
The Food and Drink Questionnaire highlighted the five major food groups that make a 
healthy diet (Gatenby et al., 1995; British Nutritional Foundation, 1998a):
• Bread, cereal, potatoes, pasta, rice and noodles (Appendix A, page 309)
• Fruit, nuts and vegetables (Appendix A, page 310)
• Meat, fish, and alternatives e.g. eggs (Appendix A, page 311)
• Milk and dairy foods (Appendix A, page 311)
• Fatty and sugary foods (Appendix A, page 312)
These five major food groups covered a range of 82 separate food items (as detailed 
in Appendix A) and included food items that featured in Chinese diets e.g. Chinese 
types of vegetables, duck and processed meat items such as ‘dim sum’. The 
firequency of eating took into account their medium-sized food consumption portions 
on a daily, weekly, and monthly basis, or that they would ‘rarely/never’ eat.
Ethnic comparisons o f food consumption patterns between Chinese and English 
women
A comparison of the mean scores of Chinese and English women in the consumption 
of major food groups was calculated in terms of the 82 individual food items that 
make up the five major food groups. These were: (1) Carbohydrates i.e. bread, cereal, 
potatoes, pasta, rice and noodles (2) Fruit and vegetables; (3) Meat, fish and 
alternatives; (4) Milk and dairy foods; (5) Fatty and sugary foods; and their sub­
groups (e.g. finit, comprising of aU the different types of finit in the major food 
group.)
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The distribution of all variables (of the five major food groups, subgroups and 
individual food items) differed significantly firom normality (Kolmogorov-Smimov 
test, p < .05). Following logarithmic transformations, all but two of the subgroups of 
finit and dairy products) were normally distributed (Kolmogorov-Smimov test, p > 
.05). All analyses of mean scores were run on the transformed variables. For the two 
subgroups of finit and dairy products that were not normally distributed, non- 
parametric tests were also carried out and the pattern of results was found to be the 
same as for the parametric tests.
Among the five major food groups, there were no significant differences between 
Chinese and English women in their mean scores of consumption of the major food 
group of ‘carbohydrates’, t(50)=-1.86, p>.05; and the major food group of ‘meat, fish 
and alternatives’, t(45)=1.99, p>.05.
A number of sub-groups that comprise of different combinations of individual food 
items (e.g. fish, prawns and eggs; finit; vegetables) and individual food items (e.g. 
fish; beef) were calculated. However, there was still no significant differences in their 
consumption of the sub-groups of: fish, prawns and eggs, t(53)=-.06, p>.05; finit, 
t(52)=1.03, p>.05; meat and meat products, t(34.14=-.23, p>.05; nor of the individual 
item of ‘fish’, t(53)=-.81, p>.05.
The main significant differences were that Chinese women ate significantly more of 
the sub-group of vegetables, t(46)=2.37, p<.05, while English women ate significantly 
more of the two major food groups of ‘fatty and sugary foods’, t(52.59)=-2.61, p<.05; 
and ‘dairy products’, t(49)=-3.28, p<.05. In addition, non-parametric statistics were 
carried out on the consumption of the individual food item beef (because the 
distribution was not normal), and it was found that English women ate significantly 
more beef than Chinese (Mann-Whitney U = 228.5)
The results show that there was no significant difference between Chinese and 
English women in the consumption of two major food groups i.e. carbohydrates, 
‘bread, cereal, potatoes, pasta, rice and noodles’ and ‘meat, fish and alternatives’. 
However, Chinese women consumed significantly more of the sub-group of
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vegetables, while English women ate significantly more of the two major food groups 
of ‘dairy products’ and ‘fatty and sugaiy foods’, and the individual food item of 
‘beef.
It was not surprising that the Chinese ate significantly more vegetables than the 
English because they emphasised their high consumption of vegetables in their 
everyday diet, relating to the composition of the Chinese diet on which they were 
brought up. The higher average consumption of vegetables by the Chinese, and the 
significantly higher average consumption of beef by the English, was despite many of 
the English respondents being vegetarians or semi-vegetarians (31%, 8/26).
However, the relatively low consumption of beef by the Chinese could be the cultural 
influence of being brought up in their country of origin where they do not eat beef 
because of religious beliefs. Moreover, although the Chinese ate significantly less 
beef than the English, it did not necessarily mean a lower overall meat consumption 
since there were no significant differences between English and Chinese women in 
terms of the consumption of the sub-group of ‘meat and meat products’.
The ethnic comparisons of the major food consumption patterns between the middle 
class mid life Chinese and English women indicated a cultural difference, with the 
English women consuming significantly more of the two major food groups that are 
high in fats and sugar i.e. ‘dairy products’ and ‘fatty and sugary foods’, as well as 
‘beef which is high in saturated fats, and the Chinese women consuming significantly 
more ‘vegetables’ that are high in nutrients. Although there is a cultural difference in 
the average consumption of these particular foods, a key issue is whether these 
significant differences in patterns of consumption have an impact on the overall 
quality of their everyday diet.
7.8 Women’s Overall Quality of Everyday Diet
In order to assess whether the food women consumed constituted a healthy or 
unhealthy diet, a measure of diet score was calculated utilizing the method 
constructed by Dowler and Calvert (1995). The general principles were of scoring 
‘recommended’ food items positively and scoring food items deemed to be less
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healthy. Le. the ‘go-easy’ food items, negatively. ‘Neutral’ food items or non­
consumption were scored 0 (Table 7.10). The diet score ranged from an unhealthy 
diet (with an overall negative score) to a healthy diet (with an overall positive score). 
As the food consumption responses were not conducted according to the rigour of 
nutritionists, the modified method used here is more in line with the measurement of 
diet quality by Cooper et al. (1999) based on a range of selected food items.
Table 7.10 List of Food Items included in the Overall Diet Score
Positively Scored Negatively Scored Neutrally Scored
Brown/wholemeal Bread Whole milk White Bread
Cornflakes Plain/fruit full fat Yoghurt Semi-skimmed milk
Branflakes High fat Cheeses Plain/fruit low fat
Porridge Margarine (on bread & yoghurt
Skimmed milk vegetables) Cottage Cheese
Fruit* Margarine (on bread & Coffee, tea or breakfast
Dried fiuit* vegetables combined) cereal with No Sugar
Nuts Butter
Vegetables* Cakes and Doughnuts*
Fish* Desserts (puddings)*
Chocolate bars and biscuits* 
Sugar* in Coffee, Tea or 
Breakfast Cereal 
Preserves* e.g. Jam/Marmalade
* The frequency of consuming some food items indicated by * (see Table 7.10) were 
calculated from a maximum of +3 (positively scored) for recommended daily 
consumption to -3 (negatively scored) for food items that one should be cautious of 
consuming.
A point raised by Dowler and Calvert (1995), and taken into consideration in the 
measurement of the diet quality for this study, was to ensure that the diet score was 
not heavily biased towards either a healthy or unhealthy diet. Further modifications to 
the food diet score were also made which included combining some food items’ 
scores into one item score e.g. cakes and doughnuts were combined into one food 
item score. Other items (in the Food and Drink Questionnaire) were omitted, if they 
were not consumed more than once a week by any respondent e.g. crisp bread, 
vegetable soup and meat soup. Processed canned beans (e.g. baked beans) were 
included as one of the variety of vegetables, to indicate a positive diet score.
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However, they were not scored individually as being nutritious because of the 
additional fat, sugar or salt content, a point raised by the Department of Health’s 
demands for a nutrition test for processed foods (Guardian, 11 January 2003). Where 
a food item was consumed ‘rarely/never’ in the Food and Drink Questionnaire, this 
was recorded as equivalent to ‘No consumption’ i.e. ‘O’.
Food items that were recommended for consumption were positively scored (+1 to 
+3); food items that were not recommended for consumption were negatively scored 
(-1 to -3); whilst food items that were not regarded as beneficial or damaging to 
health were given a neutral score (0). The itemised scores of individual food items 
consumed are illustrated in Table 7.11.
An approximate guide to the overall quality of diet was calculated fi*om food items in 
the respondents’ Food and Drink Questionnaires, and Table 7.12 illustrates the 
calculations for two Chinese and two English women. The four women with overall 
quality of diet scores illustrate that Chinese and English women have both high 
quality and low quality diet scores. There are similar characteristics between the 
women with high diet scores and women with low diet scores. Chinese Hilarv-CM2 
and English Rosalind-EM3 have similar overall high quality diet scores i.e. +6 and +5 
respectively and are ‘Very Health Conscious’ . They are both aged between 56-60 
and live with their partners and children. They differ in employment status, with 
Hilarv-CM2 in full time employment and Rosalind-EM3 a housewife. On the other 
hand, Chinese PauIine-CSO and English Sheila-EMO have similar overall low quality 
diet scores of -6  and -5 respectively and are Not Health Conscious. They are aged 
between 46-50 and do not have children. They differ in terms of employment status 
and living arrangements, as Pauline-CSO is in full time employed, whereas Sheila- 
EMO works part time, Sheila-EMO lives with her partner, and Pauline-CSO lives 
alone. (See section 7.9 for further discussions on the relationship between 
respondents’ Health Consciousness and their Overall Quality of Everyday Diet.)
135
T able 7.11 L ist o f  individual food item s w ith d iet scores
Foods Food Items and Scores
Bread Brown/Wholemeal bread = +1 
White bread; N o bread = 0
Cereal High fibre bran flakes; Porridge =  +2
Cornflakes = +1 (different from the item o f ‘sugar with
cornflakes’)
No cereal = 0.
Fruit 3 times and over daily = +3
(a combination o f  6 separate fruit items*) 2 times daily = +2 
Once daily = +1 
No fruit = 0
Dried Fruit 3 times and over daily = +3
(a combination o f  2 separate dried fruit items)* 2 times and over daily = +2 
Once daily = + l 
No dried fruit = 0
Nuts Daily = +3
2-6 days a week =  +2 
Less than 2 days a week = +1 
No nuts =  0
Vegetables 3 times and over daily = +3
(a combination o f  11 separate food items)* 2 times and over daily = +2 
Once daily = +1 
N o vegetables = 0
Fish 3-6 days a week = +3 
1-2 days a week = +2 
2 days a month = +l 
No fish =  0
Milk Skimmed milk = + ]
Whole milk = -1
Semi-skimmed milk; No milk = 0
Yoghurt Full fat (combined fruit and plain yoghurt items*)
— -1
Low fat (combined fruit and plain yoghurt items*); No 
yoghurt =  0
Cheeses High fat (3 types o f  cheeses combined) = -1 
Low fat Cottage cheese; No cheese =  0
Butter Butter = -3 
No butter =  0
Cakes/Doughnuts; Desserts; Chocolate bars/Biscuits; Daily = -3
Preserves (eg Jam & Marmalade) * 2 - 6  days a week = -2 
Less than 2 days a week = -1 
No consumption =  0
Sugar (in coffee and tea; on breakfast cereal* Daily =  -3
2 - 6  days a week = -2 
Less than 2 days a week = -1 
No sugar in tea, coffee or cereal =  0
* The frequency of consuming some food items indicated by * (see Table 7.11) were 
calculated from a maximum of +3 (positively scored) for recommended daily 
consumption to -3 (negatively scored) for food items that one should be cautious of 
consuming.
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Table 7.12 Overall quality of diet for 2 Chinese and 2 English women
Food Items Hilary-CM2 Rosalind-EM3 Pauline-CSO Sheila-EMO
No bread 0 - 0 -
White bread - 0 - 0
Brown/Wholemeal bread + 1 - + 1
No Cornflakes 0 0 0 0
No Branflakes/Meusli 0 0 0 0
Porridge 0 +2 0 0
Fruit: 2 times and over daily - +2 - -
Once daily +1 - - -
No Fruit - - 0 0
Dried Fruit: once daily +l - - +1
No Dried Fruit - 0 0 -
Nuts: Less than 2 days a week +1 - - -
No Nuts - 0 0 0
Vegetables: 3 times and over daily +3 +3 - -
2 times and over daily - - +2 -
Once daily - - - +1
Fish: 3-6 days a week - +3 - -
1-2 days a week +2 - - +2
No Fish - - 0 -
Milk: No Milk 0 - - -
Whole milk - - -1 -
Skimmed milk - +1 - +I
Yoghurt: Low Fat - 0 - -
No yoghurt 0 - 0 0
No cheese 0 0 0 0
Margarine - -2 - -2
No margarine 0 - 0 -
No butter 0 0 0 0
Cake/doughnut: 2 - 6  days a week . - ■ - -2
No Cake/doughnut 0 0 - -
Desserts/Puddings: 2 - 6  days a week - - - -2
Less than 2 days a week - - -1 -
No Desserts/Puddings 0 0 - -
Chocolate bar/biscuits: Daily - - - -3
2 - 6  days a week - -2 -2 -
No Chocolate bar/biscuits 0 - - -
No sugar in coffee 0 0 0 0
No sugar in tea 0 0 0 0
No sugar on breakfast cereal 
Preserves (Jam&Marmalade/Honey)
0 0 0 0
Daily - -3 - -
2 - 6  days a week -2 - -2 -2
Total Diet Score +6 +5 -6 -5
Index: ( - ) Not Applicable.
The range of all respondents’ diet scores was from -7 to +14.
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Overall Diet Scores were grouped into the following five categories:
© Very Unhealthy Diet: Diet Score ranging fi'om -6 and below
Diet Score ranging from -4 to -1 
Diet Score of'O’
Diet Score ranging from +1 to +4 
Diet Score of over +5
® Unhealthy Diet:
© Neutral Diet:
© Healthy Diet:
© Veiy Healthy Diet:
Table 7.13 illustrates the frequency and percentage dififerences of the five Diet Score 
Groups of the sample. The data show that two thirds (67%) of these middle class, 
midlife women had ‘Healthy’ or ‘Very Healthy Diet’ scores. There was no difference 
between Chinese (69%) and English women (65%) in the proportion with Healthy to 
Very Healthy Diet scores, or in the Unhealthy or Very Unhealthy Diet scores between 
the two groups (i.e. Chinese, 25% and English, 26%).
Table 7.13 Overall diet score categories for Chinese and English women
Diet Score Categories Chinese English All
Very unhealthy diet 2 (6%) 3 (13%) 5 (9%)
(score of -5 and below)
Unhealthy diet 6 (19%) 3 (13%) 9 (16%)
(score of -4 to -1)
Neutral diet (not healthy/ unhealthy) 2 (6%) 2 (9%) 4 (7%)
(score of 0)
Healthy diet 9 (28%) 6 (26%) 15 (27%)
(score o f+1 to +4)
Very Healthy Diet 13 (41%) 9 (39%) 22 (40%)
(score of +5 and over)
All 32 (100%) 23 (100%) 55 (99%)
Missing: 7
7.8.1 Women living arrangements and the overall quality o f their everyday diet
When a comparison was made between two groups of women ‘Living Alone’ and 
‘Living with Others’ (i.e. the combination of the three groups o f ‘Sharers’; ‘Women 
living with Partners/husbands Only’, and ‘Women living with children’), a difference 
emerged. Those who lived alone, showed a poorer health diet pattern than those who 
lived with others.
138
Table 7.14 indicates that three-quarters (74%) of those Living with Others had 
Healthy or Very Healthy Diets compared with only 40% of those Living Alone (4/10). 
Furthermore, half (50%) of women Living Alone, had Unhealthy or Very Unhealthy 
Diets compared to only one-fifth (20%) of those who Live with Others. Thus the data 
in the Food and Drink Questionnaire showed that women living alone tend to eat a 
less healthy diet whereas those who live with others tend to eat a healthier diet.
When a comparison of the mean scores between these two groups of women ‘Living 
Alone’ and those living with ‘Others’ was made using the independent-samples Mest, 
it was found that women living alone (compared with other household types) ate 
significantly fewer Vegetables, t (46) = -2.50, p < .05. Hence a possible explanation 
is that the lack of vegetables contributed to a poorer diet. These results on vegetable 
consumption concur with the findings of Billison et al. (1999) who found that 
increased consumption of fruit and vegetables was associated with being married. 
There were no significant differences between women ‘Living Alone’ and ‘Others’ in 
their consumption of Carbohydrates (t (50) = -1.80, p > ,05); Dairy foods (t(51) = - 
.42, p > .05); and Fats & sugar (t (53) =-.58, p > ,05).
Table 7.14 Women’s living arrangements and the overall quality of their 
everyday diet
Living Alone Living with Others
Very Unhealthy Diet (score of -5 and below) 2 (20%) 3 (7%)
Unhealthy Diet (score of -4 to -1) 3 (30%) 6 (13%)
Neutral Diet (score o f ‘0’) I (10%) 3 (7%)
Healthy Diet (score o f+1 to +4) 3 (30%) 12 (27%)
Very Healthy Diet(score o f+5 and above) 1 (10%) 21 (47%)
All
7.9 Matching Respondents’ Health Consciousness (Qualitative data) and their 
Overall Quality of Everyday Diet (Quantitative Diet Scores)
This section seeks to examine any differences between the qualitative data relating to 
respondents’ Health Consciousness (derived from the interviews) and women’s actual 
food consumption derived from the quantitative overall quality of everyday diet
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(obtained from Food and Drink Questionnaire data). The aim is to find out to what 
extent respondents’ indications of their underlying health consciousness from the 
qualitative interviews match the overall quality of their daily diet. Because of the 
relatively small numbers in some sub-groups, it was decided to recode the five Diet 
Score Categories (Very Unhealthy, Unhealthy, Neutral, Health and Very Health Diet 
Scores) into three Diet Score Categories (Unhealthy, Neutral and Healthy Diet 
Scores). These three categories are then compared with the three categories of Health 
Consciousness i.e. ‘Very Health Conscious’; ‘Partially Health Conscious’ and ‘Not 
Health Conscious ’ (Table 7.15).
Table 7.15 shows a clear pattern. Women who were ‘Very Health Conscious’ had a 
Healthy Diet score (90%), whereas this was the case for only 41% of those who were 
‘Not Health Conscious’. Women who were ‘Not Health Conscious’ had an 
Unhealthy Diet score (also see section 7.8 with comments on the overall quality of 
diet of two Chinese and two English women illustrated in Table 7.12). Another 
interesting outcome was that those who were ‘Partially Health Conscious’, were 
intermediate in their quality of diet score, with over two thirds (67%) having a 
Healthy Diet score, and one third (28%) an Unhealthy Diet score. Among women that 
were ‘Not Health Conscious’, the sample was clearly demarcated between those who 
consumed an Unhealthy Diet (41%) and those who ate a Healthy Diet (41%). Thus, 
women who were ‘Not Health Conscious’ ate either an overall nutritious diet or an 
overall unhealthy diet.
Therefore, the quantitative data that the respondents reported in their Food and Drink 
Questionnaire did match to some extent the pattern indicated in the qualitative data 
obtained from the interviews. Women who were ‘Very Health Conscious’ 
predominantly ate healthy diets, and women who were ‘Partially Health Conscious’ 
were also more likely to eat a Healthy Diet.
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T able 7.15 Quality o f  diet score and health consciousness
Health Consciousness
Quality of Diet Score
Unhealthy
Neutral
Healthy___________
VHC 
2 (10%) 
0 ( 0%) 
18 (90%)
PHC 
5 (28%) 
1 ( 6%) 
12 (67%)
NHC
7 (41%) 
3 (18%)
7 (41%)
All
14 (25%) 
4 ( 7%) 
37 (67%)
20 (100%) 18 (101%) 17 (100%) 55 (99%)All
N=55
Index: VHC = Very Health Conscious; PHC = Partially Health Conscious; NHC = 
Not Health Conscious.
Among women who were ‘Not Health Conscious’, the assumption that this group 
would eat predominantly Unhealthy Diets was not supported, as their diet scores 
showed that they split fairly evenly between eating an Unhealthy Diet and a Healthy 
Diet. The possible reasons for this could be that the Overall Quality of Diet did not 
measure the consumption of meat and meat products and the respondents may have 
omitted Take Away meals in assessing the amounts of major food items they 
consumed, as such meals were not specifically drawn to their attention in the Food 
and Drink Questionnaire. Another plausible reason is that their overall everyday diet 
is part and parcel of a lifestyle of healthy food consumption to the extent that eating 
healthily is not a conscious act but the continuation of an established habit, which has 
a cultural bias. For instance, many Chinese respondents claimed that they were 
brought up to eat lots of fresh fruit and vegetables, and that the typical Chinese meal 
did not include sweet desserts but fresh fruit as dessert, and as such, their everyday 
food consumption was basically a nutritious diet. Hence this cultural explanation is 
examined next.
141
7.10 Chinese and English Cultural Differences in Food Consumption and the 
Quality of Diet derived from the quantitative data
The initial comparisons of the consumption of the five major food types (derived from 
the quantitative data) between the Chinese and the English women highlighted certain 
cultural differences, with the Chinese eating significantly more Vegetables (a food 
type high in nutrients), and the English respondents consuming significantly more of 
the two major food items Dairy Products and Fatty and Sugary Foods, (i.e. food types 
high in fats and sugars) as well as beef (high in saturated fat). However, as pointed 
out previously, it cannot be assumed that eating more (or less) of certain nutritious (or 
unhealthy food types) equates with consuming healthy (or unhealthy diets), as it 
would depend on the overall quality of diet score (i.e. Unhealthy Diet Score, Neutral 
Diet Score or Healthy Diet Score).
Table 7.16 Quality of diet score of Chinese and English women
_________________________Chinese_________ English____________ All_______
Unhealthy Diet Score 8 (25%) 6 (26%) 14 (25%)
Neutral Diet Score 2 (6%) 2 (9%) 4 (7%)
Healthy Diet Score________ 22 (69%)_______ 15 (65%)_________ 37 (67%)
All  32 (100%)_______ 23 (100%)_________ 55 (99%)
N = 55
In order to assess whether Chinese and English cultural differences in food type 
consumption had a bearing on the quality of everyday diet, a comparison was made 
between the Chinese and English women. Among the Chinese women, 69% ate a 
Healthy Diet, compared to 25% an Unhealthy Diet. Among the English, 65% had a 
Healthy Diet with 26% having an Unhealthy Diet. The pattern is the same, with a 
large majority (i.e. two-thirds to three-quarters) consuming a Healthy Diet, and about 
a quarter eating an Unhealthy Diet. This would seem to indicate that there is no 
cultural difference affecting the quality of these middle class mid life women’s 
everyday food consumption (Table 7.16). However, there is an overall difference in 
the quality of diet between women Living Alone compared to women who live with 
others, with women living with others consuming a healthier diet than women who 
live on their own, irrespective of their ethnicity.
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7.11 S u m m aiy
This chapter has presented background data as an introduction to the next four 
analysis chapters that will examine in depth the underlying factors influencing the 
food consumption behaviour of middle class Chinese and English women in midlife.
A major methodological consideration in this study was to ensure as much parity as 
possible in order to compare the two groups. The aim was to match the Chinese and 
English samples on a number of major criteria i.e. age group, between 40 and 60; 
marital status; having children, employment status; occupational class group; and 
their partners’ occupational class groups (Chapter 6, section 6.5). This chapter has 
briefly outlined the broad parity of matching key demographic and socio-economic 
criteria between Chinese and English women.
With regard to cooking responsibilities, overall middle class Chinese and English 
women in midlife, had the main responsibility for cooking even when they were 
working full time.
In examining the consumption of major foods between Chinese and English women, 
it was found that there were significant differences in the mean consumption of some 
of these foods. However, when the overall quality of everyday diet was calculated, it 
was found that the Chinese and English women consumed a diet of similar quality. 
The pattern of the overall quality of their daily diet is similar between the two groups. 
Chinese and English cultural influences did not have a major impact on their overall 
quality of diet. Instead, women’s Health Consciousness was linked to their overall 
quality of diet. Chinese and English women who were ‘Very Health Conscious’ were 
more likely to have a Healthy Diet than women who were ‘Not Health Conscious’.
A major finding was that there were dietary differences between women Living Alone 
(irrespective of ethnic origins) and women who live with others as illustrated in Table 
7.14. Women who live alone were less likely to eat a healthy diet than women living 
with their families. The next four chapters of analysis will explore the structural 
influences of household relationships and the impact of paid employment on Chinese 
and English women’s food consumption.
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Chapter 8
The Impact of ^ Doing Wife’ on Women’s Daily Diet
8.1 Introduction
The demographic and socio-economic characteristics of the sample were described in 
the previous chapter, and the links between Health Consciousness and women’s 
overall quality of diet were shown. In this chapter, the relationships between the 
women and their partners are examined in relation to the process of ‘doing wife’ and 
how this impacts on women’s daily food consumption.
As the literature review has shown (see Chapter 5), West and Zimmerman (1987:125) 
developed ‘a new understanding of gender as a routine accomplishment embedded in 
everyday interaction’ in their article on ‘Doing Gender’. The gendered nature of 
caring, recognised as being feminine and which appears to be natural, is evident in the 
process of ‘doing wife/partner’ as women undertake their caring responsibilities. This 
chapter focuses on the gendered nature of caring by women for their partner’s daily 
food consumption, which will be shown to impinge on the food that women eat.
Throughout this study, the term ‘wife’ is used to include female partners and the term 
‘partner’ includes husbands. However, the terms ‘husbands/partner’ and 
‘wife/partner’ are also used. There were forty-four women living with their 
husbands/partners. [Note: To emphasis specific points raised in the analysis, 
respondents’ quotations are underlined.]
There are three sections in this chapter. In the first section, the notion of gendered 
caring by women for their partners’ health is examined in relation to women 
undertaking responsibilities for their partners’ diet, and how these responsibilities 
impact on women’s food consumption. Gender differences will be highlighted and 
the analysis will be underpinned by the literature reviewed.
The second section will explore the outcome of the process of ‘doing wife/partner’ in 
relation to women’s caring responsibilities for their partners’ pleasure of eating their
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daily diet. This section begins with an outline of the notion of eating for pleasure.
The sub-sections on responsibilities for their partners’ food preferences, and initiating 
changes for their husbands’ enjoyment of certain foods will be followed by a 
consideration of the influence of partners on restraining women from consuming the 
foods women prefer. The next sub-sections are on the positive aspects of eating i.e. of 
shared food preferences, the enjoyment of the social experience of eating with, and 
eating out with, their partners but without the presence of the children. The second 
section ends with the issue of eating alone and how this impacts on women’s daily 
diet and the effects on their health.
The third section will examine the notion of ‘seeking balance’ between eating to 
promote health and eating for pleasure, foods that are damaging to health. The 
juggling act of finding the balance is part of the process of ‘doing wife/partner’ that 
women do daily in caring for their partners.
8 .2 ‘Doing Wife’
The gendered nature of caring for their families meant that wives undertook the 
responsibilities for food purchase, preparation and consumption for their family. In 
caring for their partner’s daily diet, women were engaged in the everyday process of 
‘doing wife’.
8.2.1 Responsibility for the partners* diet for general good health
Many respondents took the responsibility for their partners’ health in terms of the 
purchase and preparation of food. The responsibilities varied from maintaining 
general good health to supporting their partners’ dietary requirements to offset 
particular ill health problems, even at the expense of the women’s health and dietary 
requirements. These responsibilities were assumed in the everyday tasks of buying 
and preparing food. Just under half the sample (Table 8.1) spontaneously expressed 
responsibility for their partners’ diet for general good health.
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Table 8.1 Responsibility for the partners’ diet for general good health
Chinese_________ English__________ All
Expressed responsibility 8 (33%) 10 (50%) 18 (41%)
No indication of expressed 16 (67%) 10 (50%) 26 (59%)
responsibility
Total_________ _____________ 24 (100%)_______ 20 (100%)
0A7/ Veronica-EM3: [...] I  wouldfeel that I  was letting myself down as a wife and 
mother i fI  didn't produce a good nutritious meal It's probably something that was 
inbred in me by my mother, who nonetheless didn’t work.
OA20a/ Gemma~EM3: [...] And my mum used to say, “No good having fancy curtains 
[Gemma], and not decent food on the table. ” So I ’ve always been brought up to have 
good, nice, homely food.
The knowledge that the consumption of certain food items promotes health played a 
significant part in most respondents’ diets although in many cases fruit and vegetables 
were understood as health promoting, and had become an integral part of the daily 
food consumption. Such foodstuffs were generally bought without explicitly 
considering their nutritional value. This was generally assumed and not explicitly 
expressed as respondents bought certain basic food types like fruit and vegetables 
regularly, although they might vary the choice depending on seasonal availability.
OA17/Hilda-EM2: Well, I  tend to boringly buy the same things, but I  would see what 
sorts o f vegetables there are for example.
Lue-CMO decided what to eat *by my habit ’ (QA17).
Even where the last respondent and her partner cooked separately for themselves, she 
assumed certain responsibilities for ensuring her partner ate foods that were regarded 
as part of a healthy diet.
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OA30/Lue-CM0: But in some ways, he is influenced by me, you know. And I  ask him 
to have more vegetables, especially green things, and er have some fruits, you know. 
And when he was alone, he never hadfruits, and he never had any vegetables, and 
er,... but now, he sometimes, have some fruits, and sometimes, have some vegetables, 
and um,.. but not all the things I  recommended he would take.
The ideas that fruit and vegetables are healthy food items was well known and 
accepted as expressed by
Veronica-EM3
DH: You mentioned in your diet, ‘lots o f fruit and veg\ Why ‘lots o f fruit and veg’? 
QA7/Veronica-EM3: Um, because that’s the roughage that keeps all your insides 
healthy, and you get lots o f vitamins and minerals from fruit and veg. Also they fill 
you up, as well as being goodfor you, which means perhaps you’re not so tempted to 
eat the empty calories. The Mars bars, and the biscuits and cakes which have very 
little food value. I  think the government gives a guideline now, doesn ’t it? I  think 
you ’re supposed to have five portions a day at least. I  know I  have more than that. I  
think part o f that is your upbringing as well, though my husband’s family don’t. I  find  
that really strange.
The notion of ‘upbringing’ that Veronica-EM3 mentioned, was a significant aspect 
that influenced the majority of the women’s diets. The above example of the 
consumption of finit and vegetables was one illustration of continuity and change for 
respondents and their partners as they moved through their different stages of life -  in 
this case, continuity for the respondent and change for her partner. But the respondent 
also demonstrated how she was fulfilling the role of a wife in the way she was 
brought up, by cooking for her partner and was adamant that she did not buy ready­
made meals. Yet she was also aware of the changing times when convenience foods 
are part and parcel of her daughter’s and son-in-law’s lifestyle. She saw the 
importance of producing a good nutritious meal as the responsibility of a wife and 
mother, a belief that was inculcated from her own upbringing by her mother. It was a 
caring role passed down from one generation to the next, from mothers to daughters. 
As shown in the literature review, this behaviour is evidence of the ‘habits and skills
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acquired over a life course’ (Arber and Ginn, 1991:173). Diet and health are 
interlinked with the wife’ s role.
The responsibilities for food provisions and preparation carried out by the respondents 
to ensure that their partners consumed a healthy diet, echoed the findings of studies by 
Gregory, 1999, Murcott, 1983a, 1998a; Caplan, 1997a; Lupton, 1996, DeVault, 1991 
and Charles and Kerr, 1988 (as reviewed in Chapter 5). Moreover, as the literature 
review has shown, responsibilities to enhance healthy lifestyles were associated with 
the caring role exercised by wives (and mothers) (Ribbens, 1994 and Graham, 1984), 
and this aspect was evident among these respondents (as shown in this chapter).
8.2.2 Supporting partners* dietary requirements because o f their ill health.
There was a small sample of women (14%, 6/44,) who supported their partners’ 
dietary requirements because of their partners’ ill health at the time of the interview, 
of whom 13% (3/24) were Chinese, and 15% (3/20) were English. Supporting their 
partners’ ill health dietary requirement seemed to be articulated because it was part of 
the daily life that they were experiencing. That is not to say that women whose 
partners were not ill when the interviews took place did not support their partners’ 
dietary requirement when their partners were ill at other times, but that it was a 
current experience of those with partners in ill health. Hence the sample is small. 
Thus, the responsibility for their husbands’ diet was made more poignant if the 
partner was seen as having a health problem, and respondents catered to their 
partners’ dietary requirements.
Women who had partners with specific illnesses (e.g. Lin-CMO and Kellv-EMl had 
partners who were suffering from ulcers, and Patricia-EM2*s partner was suffering 
from diabetes), bought certain foods for their partners. Other women (e.g. Georsina- 
CM2 and Ons-CMl) whose partners had less severe ill health such as ‘high 
cholesterol’, adapted their own daily diet by taking into consideration their partners’ 
inability to eat certain food items, thus limiting their own food preferences. Support 
for her retired husband in his attempt to lose a ‘a few stones ’ in weight had a major 
impact on Sandie ’s-EM2 resolve to ensure they consumed a diet that did not
148
aggravate her partner’s obesity. Her concern was reflected in the interview as she 
returned to the topic of her partner’s weight problem not only in relation to the food 
that they ate, but also to the food that she thought they should not eat (e.g ‘cakes 
‘biscuits ‘nice sweets ’ and ‘chocolates’). She also gave her reasons for keeping her 
own weight down because she was unable to buy lovely clothes that fitted, which she 
thought ‘can be depressing’ and cited the time when she went to a Weight Watcher’s 
Club about ten years ago. However, her husband’s need to ‘lose a few stones ’ was a 
physical health issue with health consequences in comparison to her issue of her body 
image. Nevertheless by supporting him in his attempts to lose weight she was 
justifying her need to lose weight too (although she did not look overweight). But her 
concern for her husband’s obesity was again illustrated as she had encouraged him to 
consult his GP about his weight. In the process of ‘doing wife’, this respondent had 
curtailed her own food preferences to support her husband’s dietary requirements to 
combat his obesity.
Although Sandie-EM2 lived only with her husband (as her adult children had left 
home), the importance of the consumption of specific foods in relation to her 
husband’s general health was still paramount. Georsina-CM2 was a housewife with 
two children aged 18 and 16, who responded to the question:
Georsina-CM2
DH: You also mentioned not too much red meat, can you tell me why? 
QA4/Georgina-CM2: Because o f saturatedfats - red meat.
DH: And what about saturatedfats?
QA4/Georgina-CM2: Because o f the heart. They clog up the arteries. My husband's 
cholesterol level is on the high side, although not dangerous, we have to watch that 
too.
DH: You say you have to watch his cholesterol level too, and the reason is.. ?
QA4/ Georgina-CM2:1 suppose his father died o f a heart attack, so ... the chance is 
probably passed down to him, and I  don't think as a child, his diet was all that 
healthy, because they didn't know about saturatedfats.
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This Chinese woman considered her (English) partner’s childhood diet of red meat 
and his family history of heart disease as concerns for her to monitor his intake of 
animal fats. The emphasis by most respondents about eating a low fat diet to offset 
possibilities of coronary diseases seemed high on their dietary agenda, particularly as 
part of the wife’s responsibility of caring for her husband among both Chinese and 
English midlife women. It was not simply a matter for their partners to deal with their 
own health, but a case of the wife being involved in the process of monitoring their 
partner’s health as well. The process of ‘doing wife’ involved supporting their 
husbands during the men’s periods of ill health. Gregory (1999) identified this aspect 
of gendered caring for partners who were ill. However, ‘doing wife’ also involved the 
everyday monitoring and maintaining of their husbands’ health and well-being by 
ensuring that their husbands’ daily food consumption promoted health.
8.2.3 Vegetarians* responsibilities
The literature review has shown that women are more likely to be vegetarians 
(Willetts, 1997; Fiddes, 1991), and that vegetarians were more likely to be in the 
higher occupational classes with a higher priority given to nutrition than to costs, in 
influencing the foods they buy (Charles and Kerr, 1988).
There were four English (29%, 4/20) vegetarian respondents living with their 
partners. Their vegetarianism had influenced their partners’ diet to a large extent but 
they, nevertheless, would still cook meat dishes for their partners and their children 
whether they were still living at home or visiting only.
JoseDhine-EM4
DH: (Q2). Have you been vegetarian for long?
QA2/Josephine-E23M4:1 think I  was inclined since I  was three but I  ate, especially 
when I  was expecting the children, I  ate liver when I  was expecting the children so 
I ’ve always eaten meat, but since the children, when the children were little, I  felt 
obliged to show them how to eat meat and two veg but since then, I  guess I ’ve been 
vegetarian now for twenty five years.
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[DH: Are your children vegetarian?] No. My husband’s father was a butcher, so 
[laughter] I  don’t think I ’ll ever convince them, although they, they would usually 
accept a few vegetarian meals. They are not adverse to eating meals without meat. 
[DH: So are you always cooking separate meals for them?] Mmm, yes. Not always 
because they tend, they will eat things like cheese and milk and mv husband is very 
sood really. He would eat many o f the thinss I  would eat. He draws the line at 
lentils. So, not always, and mavbe we have the same vegetables, and I ’ll just have a 
different main thins with mv vegetables to replace the meat.
The additional tasks of vegetarian women to purchase and cook food for non­
vegetarians in their family was an assumed responsibility, although in one exceptional 
case, Aileen-EWl became a vegetarian through the influence of her partner and her 
daughter:
DH: ... Why did you decide to become a vegetarian?
QA12/ Aileen-EWl: My, my reasons were very pragmatic really. My daughter 
decided to be a vegetarian when, how long ago now, about three years ago. And her 
reasons were because o f um, she didn't like what it did to animals, eating meat, she... 
to protect animal rights that she decided to be a vegetarian. And then also my new 
partner is also vegetarian. So, and so, I  had, I  had already started to sort o f shop and 
cook vegetarian food, and [respondent laughs] partly it was easier, it wasn't a 
principled decision. It was easier. But also I  mean I  think, you know, there are 
health benefits.
Reference to another food change influenced by her partner, was also indicated:
QA14 Aileen-EWl: [...]And also because we switch to soya milk rather than cow’s 
milk.
DH: Why?
QAl 4 Aileen-EWl: Um, because my partner liked us taking to soya milk, um, and 
I ’ve actually not particularly liked cow’s milk. I  don’t like the taste very much, and so 
I  tried it and liked it. Again, they also say now, it’s quite a good, something they 
recommend that women have, to help them through the menopause.
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This respondent changed her meat food preferences to suit the vegetarian food 
preferences of her partner (and daughter). The desired outcome was to reduce and 
ease her food purchase and preparation tasks, which were her responsibility, although 
she justified her changes as being beneficial to her health as well.
The responsibilities of the four English vegetarian wives highlight the process of 
‘doing wife’ (and ‘doing mother’) as incorporating the responsibilities for food 
purchase and preparation for other family members who were not vegetarians. 
However, in one case, Aileen-EWl became a vegetarian in order to lessen her food- 
related responsibilities, but at the expense of her own food preferences. There were 
no Chinese wives who were vegetarian.
8.2.4 Gender differences in cooking preferences and perceptions about healthy 
foods
There was a gender difference between partners in the perceptions about cooking 
foods that promote health (as reported by the wives). This was reflected in the 
cooking preferences between women and their partners. In Chapter 7, Table 7.5, it 
was shown that a quarter of male partners of Chinese and English women had 
primary, shared or independent cooking responsibilities (27%, 12/44) and for the 
remainder, their wives had the primary cooking responsibilities. While the wives who 
had the responsibilities for food purchase and preparation were more likely to care for 
their partners by cooking to promote the health of their partners, as demonstrated in 
the previous section 8.2.1, male partners who undertook the primary, shared or 
occasional cooking, tended to cook their own food preferences, especially male 
partners who cooked occasionally at weekends.
Of the three male partners (of two Chinese and one English woman) who had the 
main responsibilities for cooking (which were not shared), the type of foods that they 
cooked varied with the degree of influence respondents had. Even where a partner 
cooked, the wife was responsible for buying the food, and therefore had a major 
influence on what was cooked:
Cvnthia-EM2
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Q19. Does the (western) nutritional value o f  the foods or the lack o f nutrition affect 
your decision?
QAl9/ Cynthia-EM2: When I'm going out to buy... to the supermarket, I  will buy 
green and coloured vegetables, because green and coloured vegetables are GOOD 
[emphasised] and therefore, because I  buy them, therefore H. [husband] will
cook them. We eat a lot o f spinach and broccoli and, we don't eat a lot o f cabbage, 
because the children won't eat it.
On the other hand, another husband cooked what he liked although his wife, 
attempted to influence the types of food he cooked.
Nancv-CM2
Q15. Who does the cooking in your home?
QAl5 /Nancy-CM2: Oh, my husband mostly as I ’ve said. Yeah. [Respondent said 
earlier she cooked at weekends.]
Q16. Who decides what will be eaten each day?
QAl6/Nancy-CM2: Weekdays definitely he decides because he does the cooking. But 
I  have to insist to have a bowl o f vegetables. Terrible. I  have to keep on educating 
him about that or he will get away without vegetable[s] or sometimes he cooks two 
dishes and they are meat. Isay, ‘What is this?’you know, it’s too much already if I  
try to cook a vegetable [dish].
Only Isobel-CM3’s partner who cooked and ^he always prefer to do his own 
shopping, because he will use different things’ (QAl7), had a strong influence on the 
family diet. These three examples illustrated the influence respondents or their 
partners had on the food they ate. The variation of influence was also reflected in the 
responsibility for the purchase of food items, with Cvnthia-EM2 having the main 
responsibility, Nancv-CM2 sharing the tasks of food shopping and Isobel-CM3 whose 
partner was responsible for buying what he was going to cook. Nevertheless, even 
among the wives who did not have the main responsibility for cooking, the gendered 
role of caring was evident in their insistence that their partners cooked foods that 
promoted the families’ health.
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Whereas women in the process of ‘doing wife’ predominantly cooked to promote 
their families’ health, their partners were more likely to cook their own food 
preferences, and this was predominantly evident among the partners who only cooked 
occasionally, regardless of whether their preferences were health promoting or 
damaging to health. However there were a few partners who were health conscious, 
and were likely to cook health promoting foods, nevertheless, partners who cooked 
were more likely to cook their own food preferences.
Partners were more likely to cook the food preferences which respondents often were 
not keen to cook mainly because they were considered not to be healthy foods such as 
‘friedfood’ (Sarah-CMl), ‘desserts’ (Hilarv-CM2Y ‘Spaghetti Bolognaise’ and 
‘sausages ’ (Rosalind-EM3) or the only meal that Massie-EM2’s partner cooked every 
Saturday i.e. ‘fish fingers, jacket potatoes and [baked] beans or simply certain types 
of meals which Josephine-EM4’s partner enjoyed cooking and eating. Cooking for the 
pleasure of eating foods that could be damaging to health appeared to be prominent 
among both Chinese and English husbands. There was a gender difference in 
perceptions and awareness about cooking foods to promote health. However, there 
were husbands who did cook foods that were not only pleasurable, but also health 
promoting.
Josevhine-EM4
Q7. Anything else [thatyou do to keep healthy]?
QA 7/ Josephine-EM4: [...] I  suppose we eat slightly more healthily now. More 
varied diet than we used to. That’s more possible without the children.
DH: Why is that?
Josephine-EM4: I  think, well, partly I  think it’s because my husband likes to cook 
now. So he often does Chinese stir-fries and he likes to cook Italian. He likes to cook 
Indian and Thai. Chinese is his specialty. I  tell him how good he is so. He does i t .
A few husbands cooked their own meals when they arrived home late (e.g. Yoons- 
CMl and Mins-CMl). As the respondents had already eaten with their children, these 
partners had the responsibility for their own cooking. On the other hand, these two 
women were Chinese women married to English husbands and it could well be that
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their partners’ food preferences for English meals could be the reason they did their 
own cooking, although this was not expressly indicated. As another Chinese woman 
Lue-CMO, who was married to an English man commented on being asked:
Q16: Who decides, what will he eaten each day?
OA16/Lue-CMO: [Respondent laughs] Me, because I  have Chinese food, and my 
husband has English food. Although we eat at the same table, we have different food. 
So I  cook for myself, and he cooks for himself. So I  decide mine, and I  cook for me.
8.2.5 Summary
The responsibility for the food purchase and preparation which fell mainly on these 
Chinese and English women as wives (and partners), was part and parcel of the 
process of ‘doing wife’. Moreover, this process had been passed from the previous 
generation, and reinforced throughout women’s life course as previous research had 
also indicated, and was articulated particularly by English women in this study. 
Furthermore, around half of wives were in full time employment (see Chapter 7,
Table 7.6), yet they still had the primary responsibility for food purchase and 
preparation. This was a point highlighted in the literature (Schafer and Schafer, 1989; 
Gershuny, 1983 and Oakley, 1974) that women in employment also had 
responsibilities for their family’s food consumption.
The majority of women who were responsible for cooking tended to consider the 
health requirements of their partners. On the other hand, of the husbands who had the 
primary/shared responsibility for cooking, although some husbands cooked foods that 
were health promoting, they were more likely to cook their own food preferences. 
However, for many partners who cooked occasionally, the tendency was to cook their 
own favourite foods or meals, which were more likely to be damaging to health.
The theme of continuity and change in the diet of the respondents with partners, 
recurred in midlife when the majority of the women still had the task of cooking to 
ensure a healthy diet (promoted by the media and government guidelines), and to 
make changes where they deemed suitable. These changes were made especially 
during episodes of their partners’ ill health, and emphasised cooking less of their
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partners’ food preferences that were regarded as damaging to health. For those 
women with their own dietary preferences e.g. vegetarians, their responsibility for 
their partners’ diet also meant increased food preparation tasks. Nevertheless, the 
respondents did not cook mainly for health purposes, but as we can see in the next 
section, women also cooked for their partners’ enjoyment, which the gendered nature 
of caring encompasses.
8.3 Diet and Eating for Pleasure
This section examines the notions of eating for pleasure, women’s responsibility for 
their partners’ food preferences, women’s enjoyment of the same food preferences as 
their partners, and eating as a pleasurable social experience for women.
For most respondents healthy foods were also enjoyable foods that they liked eating, 
e.g. lots of fruit and vegetables. The notion of eating for pleasure also encapsulates 
eating for enjoyment. Nevertheless, enjoyable foods tended to be regarded as 
damaging to health, particularly when enjoyment was linked to foods that were high 
in saturated fats and in sugar. A major difference between the respondents and their 
partners was that the majority of respondents enjoyed eating foods that were health 
promoting, such as fruit and vegetables, whilst the majority of their partners, 
particularly those with English partners, enjoyed more foods that were potentially 
damaging to health, such as red meat. Enjoyment of food items with a high sugar 
content was more marked among the English sample who regarded ‘desserts’, 
‘chocolate’, and ‘puddings’ as ‘treats’. The Chinese sample was less likely to have a 
‘sweet tooth’ because they claimed that they had not been brought up to eat such 
foods as part of their daily diet. Many Chinese women emphasized the cultural 
influences of their upbringing in relation to everyday diet, particularly their intake of 
fresh fruit and vegetables. Gender and cultural differences as such, were important 
issues in notions of eating for pleasure and enjoyment. The notion of eating for 
pleasure was not restricted to the food eaten, but, as the women indicated, also linked 
to the social context of eating with their partners (section 8.3.6).
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8*3.1 Responsibility for their partners* food preference
Responsibilities of caring by Chinese (50%, 12/24) and English (45%, 9/20) women, 
included buying and cooking to ensure that their partners consumed a healthy and 
enjoyable diet. Many women gave examples of the foods that their partners enjoyed. 
In the case of Lin-CMO. it meant buying non-organic fruit like ‘mongo’, which her 
partner enjoyed eating because of the ‘flavour’ but the respondent would not 
otherwise have bought because she preferred to eat organic fruit. Another example 
that was cited previously was Sandie ’s-EM2 partner who was trying to lose weight 
and therefore they tended to consume ‘unfattening’ food, and refrained from eating 
red meat. Nevertheless when they went out to eat, her husband would have ‘steak’ 
and they would both have ‘desserts’.
QA 7/Sandie-EM2: [...] it's nice to have a treat every so often o f something that is 
really nice. I f  we go out for a meal, we'll enjoy a nice sweet, you know something that 
has got cream in it, and all sorts o f delicious things, which is a treat, but I  wouldn't 
normally eat.
Although Sandie-EM2 talked of a balanced diet in terms of balancing nutrients, and 
eating specific healthy food items such as ‘wholemeal bread’ and eating low fat 
foodstuffs, and basically eating such a balanced diet ‘because I  suppose i t ’s to keep 
you healthy. To keep your body healthy, you need a balanced diet.’ [QA7]. 
Nevertheless she would offset a healthy everyday diet when they went out to eat, with 
treats such as red meat i)steak’) and desserts. After all, to her, health meant: ‘being 
able to enjoy life [...] to be able to go out and [...] to enjoy... [...] to do just what you 
want to do, without being held back by health problems ’. (QA2).
For Margaret-CMl. her partner’s food preferences were a major decision in 
influencing what they bought and ate. When asked what she associated health with, 
she stated, to ‘eat healthily’.
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Marsaret-CMl
DH: S o ... canyon tell me what does ‘eat healthily’ mean?
QA2/ Margaret-CMl : Oh, I  suppose a lot more o f the fruits and the vegetables, lean 
meat. Take away all the oils, and grilling things, rather than starchy food. Um, skim 
milk. I  mean through the years, there is so much on the market. Fat-free. [...]
DH: You also said about ‘lean meat’. Why ‘lean meat’?
QA3/Margaret-CMl: Yes. Lean meat as compared to oily, like er, I  don’t know. 
Personally Ifind, my body finds it hard to tolerate oils. Whenever I ’ve had anything 
fried, I  would feel it, like, right through the evening. I f  I  have fish and chips, I  would 
feel it in my system. Like it’s just at the back o f my throat. So Ijustfeel i f I ’ve had 
something really, Ifeel a very bloatedfeeling and the sense and the smell o f  the oil is 
still around. And that would put me off eating fish and chips for another six months. 
So, I  don’t like a lot o f oily food and things like, the fish here, I  noticed, salmon or 
trout, compared to the fish back home in Malaysia. I  can tolerate the fish back home 
better than I  can the fish here. So, although I  love fish, when I  came to this country, I  
found myself eating, probably salmon once in six months. And I  would even like it 
less often. So, I  haven’t got an inclination to eat the more oily food, like duck. My 
husband, he loves the duck [ready roasted]. And every opportunity he has, whenever 
we are entertaining, he would bring a [ready roasted] duck home, and I ’m thinking, 
‘Oh, not again. ’ I  would cringe. So I  would go for things like breast meat. I  can 
tolerate it.
For Marsaret-CMl. the consumption of ‘lean meat’ was regarded as ‘healthy eating’. 
However, duck with its high fat content was considered not only unhealthy and which 
she did not like to eat but would ‘tolerate’ because it was her partner’s preferred 
choice of meat. The high fat content or ‘oily food? of roasted duck, and fish and 
chips, which she found particularly ‘hard to tolerate’ were Take Away foods.
8.3.2 Women’s curtailment o f the food they enjoy
As mentioned previously, women often cooked less of the foods that they enjoyed but 
their partners did not like, when they were eating together. However there were 
circumstances where women were able to cook their own food preferences when their
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husbands were away from home, or when they were eating only with their children. 
Only one respondent (Ma22ie-EM2) commented on a total denial of the food she 
enjoyed. The women in the sample did not deny themselves outright, but found ways 
of making sure they were able to eat what they enjoy, although they did curtail their 
enjoyment of food because of their husbands’ preferences.
Nevertheless this sense of being able to cook their own personal preference was 
strongly defended by some women, such as Gemma-EM3: ‘I  tend to cook what I  
fancy. I  said to H. [husband], that is the privilege o f having the drudgery o f doing the 
cooking every week. ’ (QAl 7) But her love of eating was evident throughout the 
interview (e.g. ‘I  just love cakes, fresh cream cakes [...]’ (QA2); ‘I  love sweets, I  love 
cake and I  love puddings [...]’ (QAl 2); ‘I  love meat [...]’’, love crunchy vegetables 
[...]’ (QAl7) and although she ate what she liked, she also claimed to be ‘self 
disciplined otherwise I  could easily be hugely overweight. ’ (QA2). This concern for 
not being overweight was reinforced by her partner’s attitude to women whom he 
found unattractive if they were overweight ‘And he said, it would bother him i f  I  got 
too overweight. So I  think part o f the attraction is not to be overweight. He finds 
obesity very unattractive.’ (QA2). Not being overweight was a restraining factor on 
eating what she liked, especially when her passion for food was very clearly 
expressed.
However, this was the only respondent who specifically articulated her husband’s 
influence on her body image, whereas other women claimed it was their own choice 
to reduce weight.
OA 7/Isobel-CM3: [...] Because I  know very well, er, a woman, in my size, in my 
height, with my age, I  should weigh eight and a half stones. That would be perfect. I  
would look great. Yeah? But I ’m nine and a half or even more now. So I  know I ’m 
out o f bound[s], out o f what I  should be normal. Yeah? So I  have to be careful how 
many calories I  consume.
Whereas Gemma-EM3 like many other respondents would not deny herself outright 
of the food she ‘loves’, Massie-EM2 did, and did not eat liver which she ‘loves’, nor 
kippers: ‘I  love kippers ’ because her husband and daughter did not like them, and she
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found it too much effort to cook for herself. In reality it was not just simply cooking 
for herself, as she also had to cook for her husband and daughter. For those who did 
not like cooking, like Ma22ie-EM2, cooking for herself was considered an additional 
chore. However, she felt it was her duty to cook, a duty expected of a wife and 
mother, a belief that she was brought up with and accepted as her responsibility. ‘I  
have been brought up to have a cooked meal everyday. So ‘being good’ is cooking 
everyday.’ (QAl2).
These examples of respondents’ behaviour support the literature review (in Chapter 5) 
about gender differences in the consumption of foods i.e. that women were more 
likely than men to reduce their food consumption in order to decrease their weight 
(Rissanen et al., 1988), and ‘body image concerns, which contributed to differences in 
men and women’s food purchasing behaviours... ’ (Turrell, 1996:360). However, the 
women’s curtailment of their own food preference was influenced by their husbands’ 
food preferences.
8.3.3 Cultural dietary changes and partners* avoidance of specific foods
Food eating habits are developed in childhood. The strong family influence in their 
partner’s childhood was a theme that was raised by a number of respondents, which 
influenced their attempts to change their partners’ food habits in order that the family 
might enjoy a greater variety of healthy foods.
There were some English cultural influences that were reflected among the English 
women. English women for instance, referred to the meal of ‘meat and two veg’, as 
the traditional meal (Gemma-EM3: Linda-EM3: Wanda-EM3). Keane and Willetts 
(1996) found that their participants defined a meal of ‘meat and two veg’ as ‘British 
food’, while other studies focused on the more elaborate and symbolic meals such as 
‘a proper meal’ (Charles and Kerr, 1988; Murcott, 1982). Nevertheless, meat is 
regarded as the main food component of this culturally influenced meal consumed by 
English women.
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The cultural influence of English husbands on Chinese women’s diet was partially 
reflected in the ‘Sunday roasts’ that the Chinese wives prepared as family bonding 
meals (see Chapter 10, section 10.3.3)
Family influences, generally through the influence of women as wives or mothers, 
could change the impact of cultural foods. These changes take place from generation 
to generation. A clear example was depicted by Gemma-EM3, who indicated the 
changes impacted on her husband by his parents (e.g. his refusal to eat ‘foreign food’ 
or ‘milky sauces’), which she aptly described as ‘a habit o f a lifetime As a result, in
the process of ‘doing wife’, she had to adjust her food preferences to suit her 
husband’s preferences. She was adamant that her partner’s refusal to eat ‘white 
sauce ’ or ‘anything that was creamy white sauce’ ‘happened in their childhood’ and 
affected his whole family’s dislike for milky sauces. She had to modify the dishes she 
cooked to encourage him to eat foods that he would not normally eat. However, 
Gemma ’s-EM3 own influence as a wife, had also brought about changes in her 
husband’s food preferences, e.g. for foreign food’ such as Indian curry. Although 
these influences were related to types of dishes rather than major food items, 
nevertheless the changing cultural dynamics on everyday diet were evident through 
the generations, and depicted a move away firom the English traditional ‘meat and two 
veg’ meal.
QAl 7/Gemma-EM3: So he was a student when I  met him. [...] And I  met him, and I  
said to him, “Oh, do you want to try a curry? ” “No ”, he said, “I  wouldn't dream o f 
eating that stuff. ” His father wouldn't dream o f eating anything that was foreign, as 
he puts it. Um, so H  [husband] said, “Oh no, G. [respondent], I  couldn't honestly”. 
You know, from that day onwards, he hates it i f  we don't have it at least once a week, 
he absolutely adores curry. And it's strange isn't it, like a habit o f a lifetime kind o f 
thing, because his parents won't. His mother's died. They won't eat anything that's at 
all, they have to have meat and two veg. You have the right thing with the right thing, 
you know. Very, very [traditional] about their food.
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8.3.4 The pleasure o f  eating the same food preferences as their partner
Almost half of the Chinese women (46%, 11/24) but only twenty percent (4/20) of 
English women had shared tastes in food with their partners, and did not appear to be 
in conflict over food preferences. These women ranged from the health conscious 
with their taste for 'simple meals" (Susan-CMD to those for whom eating was a great 
pleasure (Delia-EMl). Although the majority of this group had the same food 
preferences as their partners, for other women, their partners would eat what the 
respondents cooked. Phrases like 'easy to feed" ( Veronica-EM3\ 'will eat anything" 
(Suki-EM2) and 'eats what is cooked exceptfor lentils" (Josevhine-EM4). In some 
cases they shared the responsibility of cooking.
Pen2-CM0
Q15. Who does the cooking in your home?
QA15/Peng-CMO: Mostly myself My husband can cook. He cooks three days a 
week, I  cookfour days a week, so mostly it’s me.
Q16. Who decides what will he eaten each day?
QA16/Peng-CMO: We decide together, so that it makes life easy.
Q17. What makes you decide what foods to buy and cook?
QAl 7/Peng-CMO: Because our tastes are very similar, so it makes it easier, like, we 
like the same fish, we like the same sort o f meat. We don’t eat beef... since the mad 
cow disease. We got certain set dishes that we usually like. Like, yesterday we had 
chicken barbecue, today we had pork escalope fried, so certain dishes, like lamb 
curry, we like lamb curry so we do a lot o f lamb curry. And I  like salmon, and we like 
trout and squid. We like squid curry, so we do quite a lot o f that.
In many instances the relationships of these respondents and their partners reflected 
their attitude to each other in an easygoing relationship of sharing food interests or 
food tasks. This does not imply that other respondents (over half of the Chinese 
women and four-fifths of the English women) did not reflect a similar relationship of 
enjoying the same food preferences as their partners, but they did not articulate this 
point.
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8.3.5 Potential conflicts over differences in food preferences and cooking 
responsibilities
For women who had different food preferences from their partners, the differences did 
create more difficulties for those women with the main responsibility for cooking, 
particularly those whose beliefs in the woman’s responsibility for cooking had been 
entrenched in childhood; cooking was more onerous if they did not enjoy cooking. 
There was potential conflict among some Chinese (17%, 4/24) and English (20%, 
4/20) women.
Marsaret-CMl (see section 8.3.1) andNancv-CM2 (see section 8.2.4) had mentioned 
their fimstrations at their partners’ preference for meat.
Laura-EM2, who suffers from Multiple Sclerosis, worked part time, and found that 
'at the end o f a day’s work, it’s absolutely exhausting." (QA4), articulated the conflict 
of cooking responsibility very clearly:
OA4/Laura-EM2 [...]something that happened in my home particularly is that my 
husband has started to cook. It has taken him 26-27years o f marriage for him to get 
round to cooking. But he has started to cook in the way that I  observed, you know, he 
cooks publicly. H e’ll cook, you know, in order for us to entertain. I ’ll say that ‘I t ’s 
no fun for me to entertain any longer. Will you cook? ’ And, er, well, in fact. I ’ve 
said, ‘I ’m not entertaining’, and so he ’II say, ‘Well, I  really need to see these people. ’ 
‘Well, we ’II go out to dinner. ’ ‘Oh, must we go out? ’. ‘Well, ’ I  said, ‘i f  you must see 
these people, you know where the kitchen is. And you know where the shops are. ’ So, 
we’ve instigated in the last year or two, situation where he will cook. Very, very 
sporadically, but he will cook in order to entertain. And he’s now started to enjoy it. 
Um, which is good [...] So, um, in a kind o f way, it’s a revolution happening in my 
domestic situation, where, by actually saying I ’m not going to cook food, or I ’m not 
interested in food, then people [including her daughter] have to start catering for 
themselves. [...] So, there is a kind offamily and gender politics that goes on in that.
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The potential conflict of having different food preferences and cooking 
responsibilities that arose between women and their partners, made it more difficult 
for women in ‘doing wife’
8.3.6 Eating as an enjoyable social experience
As shown earlier, the widely held belief of eating for health played an important part 
in the decision process of what types of foods were eaten, which could vary with the 
different requirements of the partners and children (the latter will be examined in the 
next chapter). However, an important aspect was that many women saw eating as an 
enjoyable experience, which they shared with their partners, as articulated by around 
half of the Chinese women (42%, 10/24) and one fifth of the English women (20%, 
4/20). Mennell et al. (1992) claimed that sharing food signifies ‘togetherness’.
8.3.6.1 Eating out and the pleasure of their partners’ companv without the children.
The idea of having time for themselves, as their children were older and more 
independent, was echoed by a number of respondents. This was valued as an 
important time when they were away from their children. For Trudv-EMS who had a 
teenager who was still living at home, and two other adult children, it had become 
part of their routine established when their children were much younger.
Trudv-EMS
DH: What about weekends?
QA12/Trudy-EM3: [...] And then Saturday evening, um, we have a tradition that 
started when the children were little. We always used to have our evening meals 
together when they were little during the week and on Saturdays, H. [husband] and I  
would eat on our own after them, so that we have one day, one time in the week when 
we can have a conversation. And that sort o f stuck, which has been fine with 
everybody because as the boys got bigger, they’ve had their own things to do on 
Saturdays, so they have something very easy that they can shove under the grill, and a 
[?] for pudding. And it makes more flexible time-wise.
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Other respondents had mentioned enjoying their partners’ company without the 
children, but costs of eating out could be a prohibitive factor, especially if it incurred 
baby-sitting expenses as well (e.g. Heather-CM2\ Nevertheless, the women enjoyed 
their partners’ company without the children, and often this included having meals 
out.
In contrast, for women whose children have left home, for instance, Wanda-EMS and 
her husband, whose three adult children have all left home, meals at the weekend 
were seen as social events centred on the family dinner with their children coming 
home. However, they also had special times for themselves as a couple, enjoying 
their leisure activity of cycling at the weekends and having pub meals. Whether it 
was one day a week of having a meal at home by themselves, as with respondent 
Trudv-EMS. or eating out at the pub (e.g. Wanda-EMS), or going away on holidays by 
themselves without the children and enjoying the shared experience of dining (e.g. 
Veronica-EMS '[...] very enjoyable, sampling the different cuisines [ . . .]" (QA2), 
women organised time for enjoyment and nurturing their relationship with their 
partner that was centred on the experience of eating together.
For those couples who did not have children, time for themselves spent eating out was 
generally assumed as part of their lifestyle:
Sallv-CMO
DH: And your weekends? Are they the same?
QAl2 /Sally-CMO: Yes, more or less the same. Sometimes at weekends you’ve got 
more time to eat out sometimes. That’s different restaurants, Indian, Chinese, all 
sorts.
Eating out with their husbands was mentioned as being an enjoyable social experience 
by partnered women.
S.3.6.2 Eating alone
On the other hand, eight percent of the Chinese (2/24) and ten percent of the English 
(2/20) partnered women specifically mentioned that their eating pattern changed when
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they ate on their own. Respondent Ong-CML a mother of an eight year old, had been 
unemployed for four months.
Om-CMl
DH: How do you differentiate ‘proper’from other meals?
QAl2/ Ong-CMl: When I ’m by myself, I  don Ï  eat very much and i t ’s very quick I t ’s 
a small amount. When my husband and I  eat, then it’s a bigger amount, more like a 
proper meal, which is a bigger quantity I  suppose. I t ’s quantity related yeah?
This change of eating pattern was not restricted to differences between weekdays and 
weekends but also when their partners were working away from home.
Josephine-EM4
Q9. Are there aspects in your life now that have bad effects on your health?
QA9/ Josephine-EM4: Um, yes. I  think so. I  think actually, my husband going away 
quite often and the children not being here. Perhaps I  tend not to do as much as I  
would do. Not to go out as much as I  would like, because there’s only me to do it for. 
Yeah. There are [?] times in the year when he’s abroad or whatever. No child in the 
house to cook for. Vm very conscious o f just having a piece o f toast or whatever. No, 
I  don’t usually have just that. I ’m very conscious o f not eating so well... I  guess Ifeel 
less happy when I ’m on my own. I ’m quite gregarious. I  don ’tfeel like I  have the 
energy to then go and do the things I  might be doing when somebody is here. Go out 
for a walk, and I ’d  think, ‘Oh well, why? ’ And I ’d  sit down and read a book instead
Ong-CMI and Josephine-EM4 illustrated changes in eating habits when they were 
with and without their partners. For them and many other women, the company of 
their partners during a meal was a pleasurable time. More food was generally 
consumed and the type of food was also different from what they would eat when 
they were on their own. The food itself became less important for them when they 
were eating by themselves, more a case of having to eat because of the necessity 
rather than the enjoyment of eating linked to the pleasure of the social relationship. 
This was more likely to occur when the respondent did not enjoy the task of cooking, 
which was well illustrated by Yoong-CMI’s comments.
166
Yoom-CMl
DH: What about weekends?
QAl 2/ Yoong-CMI: [...] At the weekend, i f  I  could. I ’d like to have an English 
breakfast you know. Instead o f deep fried, you put it under the grill, like bacon and 
stuff like that, let the oil drain. But as I  grow older, particularly as my husband is 
working away from home, I  don’t think it’s worth the effort because my daughter sort 
o f stays in bed, the poor girl, apart from Sunday, Saturday she has to get up for her 
piano lesson, you see, the only time is Sunday, and she sort o f stays till late. I  mean, 
what is the point o f cooking breakfast for yourself, isn ’t it? Might as well go for toast 
and those ready made breakfast, do you know what I  mean? [...] But I  do 
occasionally like when you go on holiday, you know, you check into a hotel, boy, I  eat 
everything. I t ’s there. I  mean, you don’t have to cook it. I  think I  told you earlier.
I ’m not one o f those, [who] like spending loads and loads o f time in the kitchen.
8.3.7 Summary
Gender and cultural differences were important issues in the notion of ‘eating for 
pleasure’. For a large number of Chinese and English respondents, eating for pleasure 
was part of their lifestyle, and, particularly in their role as a wife, of having the 
responsibility for ensuring that their partners enjoyed the food the women prepared.
As a result, it could impact on their own food consumption, eating their partners’ 
preferred foods, a result of childhood influences. Sharing the same food preferences 
(and cooking responsibilities) with their partners alleviated potential conflict, and 
made the experience of food consumption more pleasurable. Moreover, eating out 
with their partners, away from the responsibilities of food preparation and taking care 
of the children, had also featured strongly in these women’s accounts of enjoying 
themselves -  a breather from the responsibility of ‘doing mother’ (which will be 
explored in the next chapter).
However, enjoying the actual food was also linked to another aspect -  that of the 
enjoyment of the company. It was shown that for some respondents, the pleasure of 
their partners’ company was more crucial than the food consumed. The pleasure lay 
more in the social context than in the actual food they ate. Eating with their partners
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was a relaxing and de-stressing time for women, and this applied to both Chinese and 
English wives.
8.4 The Notion of ‘Seeking Balance’
The notion of ‘seeking balance’ encapsulated on the one hand, the notions of eating a 
healthy diet to promote health, and on the other hand, the notion of eating for pleasure 
their partners’ food preferences that were damaging to health. The process of ‘doing 
wife’ involved the juggling process to ensure that both requirements were 
appropriately met in caring for their husbands/partners’ daily food consumption.
Women who sought to achieve the balance between eating to promote their partners’ 
health, while also enabling their partners to eat foods that were pleasurable but 
damaging to health, had potential conflicts (see section 8.3.5) that made it difficult to 
achieve this balance.
Nancv-CM2. whose husband bought what he preferred when they did their food 
shopping together, stated in answer to the question:
Q17. Anything else that helps you decide what to buy and cook?
QAl 7/Nancy-CM2:1 think I  tend to encourage [the buying oj] a lot more fruits and 
vegetables.
Mame-EM2, was adamant about not putting on weight ‘Because, um, as long as it’s 
not too much it doesn’t matter to the average person, but to me it matters a lot. I  
don’t like putting on weight at all. ’ (QAl 2).
She was concerned that her husband (and daughter) ate what she regarded as ‘healthy’ 
(i.e. cooked meals, and not eating chips too frequently), although she did serve ‘chips" 
which her husband (and daughter) enjoyed once a week. Moreover, she cooked what 
her husband (and daughter) liked eating, but she did not cook her own favourite foods 
(e.g. 'liver" and 'kippers") that her family members did not enjoy.
Women sought to achieve an appropriate balance of the different types of foods that 
were either health promoting or pleasurable but damaging to health within the home. 
However, as Sandie-EM2 indicated, she also managed to balance such foods by
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ensuring that the foods eaten at home were health promoting, but ensuring her 
husband had the opportunity of enjoying eating foods (that were detrimental to his 
obesity), when they ate out (see sections 8.2.2 and 8.3.1). Healthy eating was more 
likely to be associated with home cooked food (see sections 8.2.1, 8.2.2 and 8.2.4) 
while health damaging food was linked to food eaten out (see section 8.3.1).
The continual juggling act of maintaining a balance between foods that were health 
promoting and foods that were pleasurable but health damaging was an integral part 
of an everyday process of ‘doing wife’. The notion of ‘seeking balance’ experienced 
by over half (58%, 14/24) of the Chinese wives, and an overwhelming 90% (18/20) of 
English wives, was made more difficult for women who had potential conflicts with 
their partners over differences in food preference and cooking responsibilities.
8.5 Summary
The gendered nature of caring for their partners’ diet that not only promoted their 
partners’ health and met his ill health dietary requirements (where appropriate), but 
also met their partners’ food preferences, was evident in the process of ‘seeking 
balance’ for these Chinese and English women living with partners. The gender 
differences in food preferences, with women more likely to enjoy eating foods that 
were health promoting, e.g. fruit and vegetables that had high nutrient content, and 
men’s preferred meat preference that was high in saturated fats, were also indicated. 
The impact of ‘doing wife’ on women’s own food consumption meant that wives 
often did not eat foods that they preferred, which were more likely to be health 
promoting. Nevertheless, these Chinese and English women were able to influence 
the food consumption of their partners to some extent, thereby influencing cultural 
continuities and changes of certain types of foods, although it was often a constant 
struggle.
Among the third of couples where partners shared the same food preferences, or who 
were inclined to eat health-promoting foods, it was much easier for women.
Moreover, the social context of eating with their partners had some beneficial relaxing 
and de-stressing effects for women. Nevertheless, the outcome of ‘doing
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wife/mother’ meant that the onus of the tasks for food purchase and preparation rested 
mainly with these women. As many women were employed outside the home, it was 
more burdensome for them, especially for vegetarian women, whose partners were 
not vegetarians, or women who did not like cooking.
The relationship between women and their children is the focus in the next chapter 
which will examine the impact of the process of ‘doing mother’ on women’s daily 
diet.
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Chapter 9
Doing Mother  ^(or Children^ Health and Diet
9.1 Introduction
At the beginning of the 21  ^century, Gregory (2000) advanced the notion that ‘doing 
gender’ encapsulated the notion of ‘doing family’ as part and parcel of the everyday 
activities of being a mother. In the light of Gregory’s research findings and other 
research studies in the 1980s and 1990s (see literature reviewed in Chapter 5), the aim 
of this chapter is to examine the role of Chinese and English mothers in relation to 
their children’s everyday diet, specifically in terms of the gendered roles and 
responsibilities of being a mother, and the actual daily process of ‘doing mother’.
This notion of ‘doing mother’ is investigated to highlight the impact of family 
structure and the role of culture and upbringing on the daily diet of Chinese and 
English mothers and their children, and to ascertain the process of continuity and 
change from one generation to the next. The importance if any, of the governmental 
guidelines for a healthy diet (HEA, 1997) and that of the traditional Chinese definition 
of a healthy diet as the maintenance of equilibrium (see literature reviewed in Chapter 
4) will be explored.
Table 9.1 Health Consciousness of Chinese and English Women with Children 
(living at home or not living at home).
Health Consciousness___________Chinese_________English_________ All_______
Veiy 6 (29%) 7 (32%) 13 (30%)
Partial 10 (48%) 12 (54%) 22 (51%)
Not 5 (24%) 3 (14%) 8 (19%)
All_________________________ 21 (100%) 22 (100%) 43 (100%)
In the sample of respondents who were mothers (i.e. 21 Chinese and 22 English), with 
children of all ages either living at home or elsewhere, the majority (81%; 35/43) of 
these mothers expressed health consciousness in their responses about their everyday 
diet (see Table 9.1). They indicated that they were either ‘Very Health Conscious’
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(30%) or were health conscious in a ‘Partial’ way (51%), because what they ate was 
influenced by other factors as well.
On the other hand, for women without children (Table 9.2) about half were ‘Not 
Health Conscious’ (47%, 9/19). However, the major difference between mothers 
(Table 9.1) and women who were not mothers (Table 9.2) was the low proportion of 
the latter group who were ‘Partially Health Conscious’ (11%, 2/19). Women who 
were not mothers were more likely to be ‘Very Health Conscious’ or ‘Not Health 
Conscious’. It has to be noted that the numbers of English women who did not have 
children were very small (n = 4).
Table 9.2 Health Consciousness of Women (15 Chinese and 4 English) with no 
Children.
Health
Consciousness
Chinese English All
Very
Partial
Not
7 (47%)
2 (13%)
6 (40%)
(25%)
(75%)
8 (42%) 
2 (11%)
9 (47%)
All 15 (100%) 4 (100%) 19
9.2 ‘Doing Mother’
In the literature reviewed in Chapter 5, it was noted that women’s roles as wives and 
mothers in the home entailed caring for the family and included the responsibility for 
food provision and food preparation (Murcott, 1983b, 1998a; Charles and Kerr, 1988; 
DeVault, 1991; Caplan, 1997a; Gregory, 1999). This was also endorsed in the ESRC 
Nation’s Diet (Murcott, 1998b) and by Henson et al. (1998) and Kemmer et al.
(1998). This caring role for the family that ensures their children ate what mothers 
regarded as ‘a healthy diet’ (Charles and Kerr, 1988) is part of the process o f ‘doing 
mother’. Notions of healthy eating were important for wives and mothers in relation 
to caring for their families.
All the women with family responsibilities cited examples of influencing their 
children’s diet by providing foodstuffs which were regarded as healthy. These ranged
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from the broad elements of a healthy diet as promoted by the UK government in their 
Eight Guidelines for a Healthy Diet (HEA, 1997) to more specific food items with 
their separate nutritional value.
The data revealed the responsibilities of being a wife (Chapter 8) and being a mother. 
The majority of mothers undertook the task of caring for children that involved the 
preparation of food for children to consume. Among women who have children 
living at home (17 Chinese and 13 English mothers), over four fifths had the main 
responsibility for cooking (Table 9.3).
Table 9.3 Mothers (with children living at home) and responsibilities for cooking.
Chinese___________ English____________
Main 14 (82%) 11 (85%) 25 (83%)
Shared/Joint 1 (6%) 1 (8%) 2 (7%)
Weekend 2 (12%) 0
Occasionally 0 (0%) 1 (8%) 1 (3%)
Total_________________ 17_(100%)________ 13 (101%)_______ 30 (100%)
ÎÎÎ this section on the process o f ‘doing mother’ the mothers illustrated their concerns 
and behaviour in their daily food tasks and interactions with their children relating to 
what their children ate. Virtually all the mothers carried out the expected role of a 
‘good’ mother with responsibilities for their children’s high quality food 
consumption, but did not explicitly articulate this. However, some English 
respondents were forthright in their expressions of their awareness of their gender 
roles as wife and mother. These English respondents were all ‘Partially Health 
Conscious’ about their own health:
Laura-EM2 spoke of 'woman as a wife and mother \  and that her daughter also 
cooked, which she regarded as 'a kind o f family and gender politics \
DH: Why do you need to eat fast?
QA4/Laura-EM2: Um, well, everybody around me eats fast [laughs]. Yeah, it's in 
social occasions when I  feel I'm eating too slowly. You know, when everybody else is 
finished, and I'm still eating slowly. And even going to lunch here at work, you Icnow, 
I feel it takes me a long time to eat, um, and I  feel I  ought to um, eat more quickly, 
because everybody else has finished by the time, you know, I'm still eating, and.. I
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don't need to, and I  can control that. Um, I  have power over that. Um, yeah. But 
eating is very much a woman area vou know. Um. verv often, bv the time, as a 
woman, as a wife and a mother, bv the time vou sit down to eat, it's after vou've spent 
an hour and a half prevarins. And at the end o f a day's work, it's absolutelv 
exhaustins. Um, again, it's something I  have quite strong views about. It's that 
eating, and eating disorder is very much gender oriented and um, it isn't just, it isn't 
just a um, an [?] issue for me. I  think there's sender politics involved as well, vou 
know.
Veronica-EMS felt that she was 'letting myself down as a wife and mother i fI  didn V 
produce a good nutritious meal. ’ [QA7] (Also cited in Chapter 8, section 8.2.1)
Massie-EM2 claimed that 'I  try to be good and cook most nights ’ [QA12], but she 
found it difficult with the family’s different leisure activities. She was brought up to 
have a cooked meal everyday and associated 'being good is cooking everyday ’
[QAl2] (Also cited in Chapter 8, section 8.3.2).
Kellv-EMI was most adamant that ‘[...] like most mothers I  put family first and then 
think about me." [QAl7]
Although only a few English respondents overtly indicated their expected 
responsibility as a mother in making sure that their children ate well, practically all 
did so. Of the small number that did not show any indication of this responsibility, 
their children no longer lived at home. As their children were not part of the 
household, it is not surprising that these respondents’ daily tasks of food preparation 
did not involve the children’s food consumption e.g. Jane-EM2. and particularly if 
there was only limited contact with those children who had left home e.g. Leslev- 
CWI.
9.3 Promoting Children’s Health in Relation to Mothers’ Notions of a Healthy 
Diet and their own Health Consciousness
‘Doing mother’ to promote children’s health relates to fulfilling a mother’s 
responsibility to ensure that their children ate a high quality diet. In the literature
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reviewed in Chapter 5, it was shown that in their roles as wives and mothers, 
responsibihty for the family was seen as including the implementation of a healthy 
diet. Moreover, Roos et al. (1998:1519) found that ‘the food behaviour of women 
with young children was more closely in line with dietary guidelines than that of the 
rest of the women. ’
The concept of ‘a healthy diet’ and what it means to the respondents did not vary 
much, particularly in terms of the types of food items that were regarded as beneficial 
or detrimental to health. It was apparent that the respondents were knowledgeable as 
to what a ‘healthy diet’ constituted -  particularly in terms of general food types high 
in nutritional value e.g. fruit and vegetables; and low in fats and sugars, as proposed 
by the governmental health guidelines of a healthy diet (HEA, 1997). They were also 
acutely aware that specific diseases were related to consuming unhealthy foods, and 
heart disease was commonly mentioned as the result of consuming too much saturated 
fat. Unlike various studies which identified the concept of a healthy diet as a ‘proper 
meal’ (Charles and Kerr, 1988; Murcott, 1982; Keane and Willetts, 1996), the 
mothers in this study focused on specific food items relating to their high nutritional 
quality (fruit and vegetables) and to their poor quality value, such as food high in 
saturated fat (e.g. red meat) or sugar (e.g. chocolates) content.
Research studies have also indicated the lay concepts of a healthy diet. Concepts such 
as ‘a proper meal’, ‘a balanced diet’, ‘variety’, ‘moderation’, ‘natural and fresh’, and 
nutritional terms have been identified in studies on health and diet (Chapter 4). The 
sample in this study also used terms such as ‘a balanced diet’, ‘variety’, and 
‘moderation’. Some mothers were acutely aware of specific items within each food 
type that were either beneficial to health, e.g. specific fruits with a very high vitamin 
C content, or they expressed the importance of a daily intake of specific food items 
because of particular nutritional value, especially for children, e.g. whole milk, but 
not the semi-skimmed milk that they themselves drink.
Both Chinese and English mothers were also alert to the differences in which foods 
would be beneficial for their own health versus their children’s health. Their 
knowledge and acceptance of their responsibility to provide ‘nutritious’ food was
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evident, to ensure that their children would not suffer from illnesses in later life 
because of the food they consumed in childhood. Hence, for all mothers what their 
children ate was seen as their responsibility, in spite of the varying degrees of health 
consciousness about what they themselves ate.
In the same way that there was no explicit articulation of a woman’s role to be a 
‘good’ mother by the majority of respondents, a mother’s responsibility to ensure that 
her children ate a diet that was generally health promoting was simply practised in 
their daily lives. There is rich data about the children’s diet articulated by mothers.
9.3.1 Mothers who were 'Very Health Conscious* about their own health
Mothers’ health consciousness ranged from those who were ‘Very Health Conscious’ 
about their own health, to mothers who were ‘Partially Health Conscious’ and 
included mothers who were ‘Not Health Conscious’ (Table 9.1) about what they 
themselves ate. In Chapter 7, section 7.6.1, the notion of health consciousness was 
discussed with illustrations of women who were ‘Very Health Conscious’, and the 
relationship between women’s living arrangements and the notion of health 
consciousness (see section 7.6.2). This section relates specifically to mothers who 
were ‘Very Health Conscious’ for their own health.
Hilarv-CM2 ate a 'dairy-free diet" and has been ‘Very Health Conscious’ since she 
was diagnosed with cancer a year ago, and 'I  try to eat a lot o f vegetables andfruit" 
(QA2). [...] But now I  can V have cream, so I ’ve lost interest in that. I  never eat 
biscuits or cakes or anything now because they all contain milk. So I ’m trying to try 
to find different, you know, way o f coping, you know, o f what you put on bread and 
things like that. I  try to eat more ‘organic ’ things although I ’m not terribly convinced 
that you know, organic is particularly goodfor you. ’[...] I ’ve now started to think 
that what I  eat, ought to have some food value in it, rather than the fact that it is low 
in calories than something else. So I  eat more things like seeds -  sesame seed or 
sunflower seeds or things like that. So I  try to eat more things that have nutritional 
food value. So I  think that is my main change in my way o f thinking really. (QA2).
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In relation to her family’s food consumption, Hilarv-CM2 who had two children, 
articulated that ‘ . .]we never have chips at home only when we ’re out ’ (QAl2). ‘We 
don’t eat beef because ofBSE [...] But now we don’t feel confident that there is 
actually no BSE in British beef We just feel, I  mean, I  think the risk is probably quite 
small, but I  feel well, you know. I  try to get them to eat more fish. [DH: Why more 
fish?] Because I  think it’s healthier and less polluted in some ways you know, than 
other meat. (QA13)
As for Aileen-EWL another ‘Very Health Conscious’ mother, who became a 
vegetarian initially for practical reasons as her daughter (aged 13) and partner were 
both vegetarians, also pointed out the 'health benefits" of being vegetarian because of 
the avoidance of red meat consumption and the probability of the lower fat content of 
vegetarian diet. 'But also I  mean I  think, vou know, there are health benefits. It does 
rule out like the BSE vossibilitv, um, I  think there is less fat content probablv in a 
vegetarian diet, uml (QA12).
However, there are differences between the two cases in ensuring their children ate 
less health damaging foods and more health promoting food. For Hilarv-CM2. it was 
the onset of cancer that made her veiy conscious of the importance of a nutritious diet. 
Moreover, Hilarv-CM2"s concern for her children’s health was linked to the 
possibility of BSE in beef and high fat content in certain foods like 'chips". Whereas 
for Aileen-EWL a full time working mother, it was the convenience of only having to 
prepare a vegetarian diet that nevertheless she considered had beneficial health 
outcomes. These health considerations justified the change of diet for her and to 
implement her vegetarian daughter’s (and partner’s) preferred diet. Nevertheless, the 
difficulties of implementing a more nutritious diet for her vegetarian daughter can be 
frustrating.
Aileen-EWl
DH: What sort o f bread would you eat?
QAI2/Aileen-EWI: Um, wholemeal bread.
DH: OK. Why wholemeal?
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QAl 2/Aiîeen-EWl : Well, again it's high fibre, um, there are disputes in the family.
My daughter likes white, so I  have to buy a mixture (laughs).
Proportionally, there were very little ethnic differences among the mothers who were 
‘Very Health Conscious’ (Table 9.1).
9.3.2 Mothers who were 'Partially Health Conscious* about their own health
Mothers who were classed as ‘Partially Health Conscious’ did eat unhealthy foods for 
various reasons or refrained from eating a major food that was health promoting (see 
Chapter 7, section 7.6.1)
For the mothers who were ‘Partially Health Conscious’ of their own diet, Heather- 
CM2. talked about the family diet when asked:
Q7. What, i f  anything, do you do to keep healthy in everyday life?
QA7/Heather-CM2:1 think we eat in terms o f what we take in as food and drink and 
so on. I  make sure that we have a pretty balanced diet. Lots o f fruit and vegetables. I  
make sure we don’t, we use ‘organic ’ stuff wherever possible.
DH: Why?
QA7/Heather-CM2: Well, I  suppose, you know, it has less chemicals in it, supposedly. 
Um, we don 7 eat that much red meat.
DH: Why don’t you?
QA7/Heather-CM2: We tend to try to make sure that we eat plenty ofpoultry or fish. 
DH: Why don’t you eat much red meat?
QA7/Heather-CM2: BSE. We hardly ever eat beef. Not even organic beef. Well, we 
eat organic beef ever so often but because they are not as goodfor you are they 
really, red meat?
DH: Why are they not as good for you?
QA 7/Heather-CM2: They clog up our arteries.
This is reinforced again, in terms of high sugar content foods:
0A12/Heather-CM2: Um, because it’s important for our physical health that we don’t 
over indulge in sweet sugary stuff which we then don’t use up, and it gets stored up as
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fat, and we become over weight which then puts strains on our hearts, and everything 
else.
DH: And you say ‘sweet sugary stuff, is it something that you also avoid?
QAl 2/ Heather-CM2: Not avoid but 1 mean kind o f eat... 1 don 7 have a sweet tooth.
In fact, 1 don 7... I ’m not at all someone who would eat loads o f biscuits or chocolates. 
But the children have. They enjoy things like that. H  [husband] does as well. S o l try 
to keep lhat... 1 don 7 banned anything really. There’s nothing that is banned in this 
house. But 1 try to... 1 make sure that we don 7 eat too much. And that’s not just to do 
with sweet sugary stuff because S [son] has eczema andfor a period o f time, 1 have 
noticed that if  we have a lot offoods with addictives and colourings, you know, that 
would be processedfoods, and things like fizzy drinks or crisps, you know all that sort 
o f stuff. Um, his eczema is affected, adversely by all o f  that. So, 1 try to keep all o f  
those things to a kind o f reasonable amount. O f course they can have coke and 
crisps, and chocolates and all those things. I t ’s just I ’m a great believer in all things 
in moderation.
DH: So when you say ‘all things in moderation ’. Can you tell me a bit more about 
what you mean by ‘moderation’?
QA12/Heather-CM2: Well, have things, but um not all the time and in vast quantities 
1 suppose.
Once again whole food groups were mentioned in terms of ‘fruit and vegetables’ and 
avoiding fat from red meat, and the dreaded heart disease implications. The idea of 
eating plenty of fruit and vegetables was encouraged but a healthy diet was regarded 
in terms of ‘moderation’ particularly of foods high in fat and sugar content. The 
notion of a healthy diet was not eating certain food items in excess. The 
responsibility this mother undertook was to safeguard her children’s health, especially 
if a child had specific ill health problems that would be exacerbated by the 
consumption of certain foods. More vigilant effort was required of mothers, 
particularly those with children who had health problems.
In another case of a mother who was ‘Partially Conscious’ of her own health, Linda- 
EM3 was a full time housewife with three young children aged 6 and under. She was 
a very determined mother who took very seriously her responsibility for her children’s
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general good health and clearly articulated her views about the importance of 
establishing healthy eating habits in children. She was very clear and precise about 
what a healthy diet was in terms of her children’s food consumption. For instance, 
her children ate apples everyday and other fresh fruit but she restricted their desserts 
that had high fat and sugar content to 'special occasion ’ and she refused to buy fruit 
juices for her children, because she considered it to be very damaging on their teeth.
O A19ILinda-EM3 : Well, scientifically it’s been proven that juice is one o f the worst 
things particularly for teeth, unless you brush your teeth immediately after you’ve had 
it, or about twenty minutes after you’ve had it, and the more dilute the juice the worse 
it is because the saliva, i f  you, i f  at a certain level, that it stimulates your mouth to do 
it’s own natural cleaning o f it. I f  it’s weak then it doesn’t sort o f  attacks your teeth, 
and your body is not going to do anything about it, because it is not really detecting 
it. Any juice is badfor your teeth but the weaker they are, you see, people say to you, 
‘Well, dilute juices. I  give my childjuice but I  give it to them very dilute’ and they 
think it’s a good thing but actually it’s very bad thing. Because your body, it sort o f 
slips under the net, it doesn’t get your body’s natural defences going. Fresh fruit 
juices are not as bad as very, very dilute juice, but all o f them, all fruit juices are very 
badfor your teeth. They said it’s the biggest growth area. I ’ve read reports that 
teeth decay is in this generation is going to be the worst ever because o f the amount o f  
juice that they drink because lots o f children just don’t drink water. They drinkjuice. 
And that’s true, you see a lot o f children round here. They ’re just horrified. They 
know that I  don’t give them juice. They all know. That’s what the kids find. They 
bring their own juice.
In addition she would not buy processed food or prepared food because of the 
additives:
DH: When you said, you ‘can’t bear tinnedfood’ can you tell me why?
OA12/ Linda-EM3 : Errrh ?can ’t bear them?... Ijust rather have them fresh, and 
packet stuff, 1 hate all o f that, like Marks and Spencers ’preparedfood, Ijust hate 
them. Tastes o f chemicals tome... I  don’t like the idea o f all the E  numbers and 
everything in it. Chemically.
DH: And what’s wrong with the E numbers?
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Lînda-EM3: Well, I ’m a chemist before, and chemists have thought long about it, and 
I  don’t like the E numbers. But I  also think, I  just think it’s not a natural taste to 
have. I ’d  rather enjoy food to taste like it’s supposed to taste, like a steak. I f  I ’m 
going to eat meat. I ’d rather have a steak, than have it in some sort o f weird sauce.
Furthermore she would not buy processed food for her children because of the high 
saturated fat but she would bake her own cakes and biscuits and would buy organic 
foods for the baby.
Apart from restricting foods high in saturated fat and sugar, avoiding processed foods 
with their additives, and buying organic foods, Linda-EM3 was also very conscious of 
not letting her children eat red meat too frequently. The importance of eating 'a wide 
variety o f foods and foodstuffs" was how she defined 'eating we//’ which she equated 
with the notion of 'a balanced diet’. However, she found it difficult personally to 
consume fresh fruit daily: 'I  do love fruit, but Ijust don’t get round to eating it. Ifeel 
like I ’m lazy. I  can’t be bothered to eat an apple, it takes so much effort." (QA12).
9.3.3 Mothers who were 'Not Health Conscious* about their own health
Mothers who were ‘Not Health Conscious’ about their own health, were less 
concerned about eating primarily to support health but were predominantly influenced 
by taste, which could be healthy or unhealthy (see Chapter 7, section, 7.6.1).
The constraints on full time working mothers with young children were clearly 
illustrated hv Jessie-CM2. Jessie-CM2 was working full time as an office 
administrator in a stockbroker firm, and she was one of the five Chinese mothers who 
were classified as Not Health Conscious for her own health. She was a very busy, full 
time working mother of two sons aged 7 and 4, who was very tired on Friday evening, 
at the end of the working week when the interview took place. Initially she had 
difficulties to explain and clarify her responses during the interview. 'That’s difficult 
isn’t it? I ’ve got to elaborate everything. " However after the interview she was more 
relaxed and offered a great deal of additional information, and expressed her 'dream" 
to work 'part time’ [...] 'Because right now, you just got no time, and you rush here 
and rush there. I  don’t even have time to..., when you came. I ’m so exhausted."
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During the interview, she stated that for her, happiness is equivalent to healthiness 
e.g. 'A happy family is a healthy family ’ [QA2].
Unlike full time housewife Linda-EMS. who was also a mother of young children, 
Jessie-CM2 was working full time and felt the pressures of the lack of time with little 
time to reflect on what she did but would act spontaneously in the purchase and 
preparation of food. For instance, when asked:
Q17. What makes you decide what foods to buy and cook?
QAl 7/Jessie-CM2:1 don’t know. Ijust go and buy some fish and chicken and put in 
my freezer. And some day, ifIfeel like eating fish, I  cookfish. The next day Ifeel like 
eating chicken, I  will cook chicken.
DH: Anything else that makes you decide what foods to buy and cook, apart from 
what you fancy eating?
QAl 7/ Jessie-CM2: No. Nothing. O f course, you know. Buy a mixture offish and 
chicken and meat and everything, lamb, just put it there, you know. Just a variety. 
DH: Why variety?
QAl 7/ Jessie-CM2: You get sick eating one kind, isn't it?
Q19. Does the (western) nutritional value o f the foods or the lack o f nutrition affect 
your decision?
QA19/ Jessie-CM2: No. I f  Ijustfeel like eating anything, Ijust buy. I  don't think 
about whether, you know, it is, it is, er, you know, [nutritious], I  suppose it tastes 
good.
[The above responses were also used to classify Jessie-CM2 as ‘Not Health 
Conscious’ (Chapter 7, section 7.6.1)] The responsibility for her children’s food 
consumption was made more onerous as she was working full time, and was a busy, 
rushed and tired woman with multiple roles as a fiill time employee, wife and mother. 
She would prefer to work part time or not be in employment at all and do voluntary 
work. She and her husband sold their London house to move back to Malaysia a few 
years’ ago, but decided to return to London, and had to purchase a smaller house 
because of the rise in house prices. [Additional information given after the 
interview.] The impact of time pressure as a result of her full time job had a bearing
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on her own and her children’s diet and food consumption. The food she bought was 
governed by taste rather than a conscious decision based on nutritional value.
Although Lmda-EMS (who was ‘Partially Health Conscious’ of her own health) also 
indicated that a healthy diet included 'a wide variety o f food\ she was very vigilant 
about the need to restrict consumption of high saturated fat and high sugar content in 
foodstuffs. She talked at length about the nutritional quality of different types of food 
items whereas exhausted Jessie-CM2. governed by the lack of time as a working 
mother, did not. This is a comparison between two mothers of young children under 
the age of eight, one a full time housewife and the other a full time employed mother. 
They did not have the same degree of health consciousness for themselves, as Linda- 
EM3 was ‘Partially Health Conscious’ and Jessie-CM2 was ‘Not Health Conscious’, 
and this had implications for the relative healthiness of the children’s diet.
In the case of another ‘Not Health Conscious’ mother, Trisha-ESv2^ claimed that the 
nutritional value of foods did not affect her decision about her food purchases. (‘7 
suppose I  do buy some things on the impulse" and 'I f  I  want to buy a cake, I  will buy 
it, irrespective o f nutritional value in ft.’[QAl 9]. She was a 'semi-vegetarian" with 
two adult children. Although her 18-year-old vegetarian daughter was still living with 
her, there was very little indication of her children’s food preferences. But having 
older adult children has an impact on the food the children consumed as these adult 
children do cook, albeit 'very occasionally’. Nevertheless, as she indicated 'Idon’t 
fry at all personally, although members o f my family may fry something for 
themselves. ’ [QA20a]. The responsibility for the food consumption of adult children 
was lessened for this mother as the adult children took on their own responsibility for 
their food consumption to some degree. [The responses cited were also used to 
classify Trisha-ESv2 as ‘Not Health Conscious’ (Chapter 7, section 7.6.1).]
It would appear that the level of mothers’ consciousness about their own health, has 
less bearing on their articulated concerns about their children’s food consumption 
than the women’s work status. Linda-EM3. a full time housewife was more acutely 
aware of providing a diet that promoted her young children’s health, than Jessie-CM2^ 
a full time employed mother of young children, or Trisha-ESp2^ a full time employed
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mother of adult children, both of whom did not articulate the importance of promoting 
their children’s health, although it was unconsciously practised.
However, there was a unique case of a mother who was ‘Not Health Conscious’ about 
her own health, and whose children’s food preferences influenced her daily cooking 
decision. Gina-CM2 was a full time working mother of two sons aged 14 and 6, who 
catered directly to her children’s food preferences for burgers, chips, sausages, 
McDonald’s and crisps for snacks, with Chinese meals at the weekend. Although she 
had influenced her children’s food consumption through her preference for fresh fruit 
and vegetables and nuts, and not for foods such as cakes and biscuits that have high 
fat and sugar content, nevertheless the children’s food preferences were high in fat 
content. This was the only respondent in the sample who lived in rented 
accommodation (her husband renovated houses for resale). The respondent was 
highly qualified with a doctorate but her social circumstances differed from the rest of 
the middle class sample of owner-occupiers.
The analysis of the interviews of the five Chinese and three English mothers who 
were ‘Not Health Conscious’ about their own food consumption showed that a quarter 
(2/8) were health conscious about the food their children ate i.e. the children who still 
lived with them. Another quarter (2/8) whose children also still lived at home, hardly 
gave any information about the foods their children consumed and these were the 
respondents who ate what they enjoyed. These were foods that were considered 
'balanced" by the mother (Jessie-CM2) or a diet of foods that was mainly promoted 
by the HEA (1997) (Trisha-ESv2). Of the three mothers who mentioned very little 
about their children’s preferences, their children were no longer living with them, and 
illustrated that the responsibility of a mother for her children’s health ended when the 
children left home.
Although the sample size was small, nevertheless, the crucial point was that none of 
these middle class mothers indicated that their children’s diets were mainly foods that 
would be considered bad for their health. Even Gina-CM2 who gave her children 
what they liked to eat, made an attempt to lessen the impact of a high fat content in 
her sons’ food preferences by grilling (even chips), and influencing their fruit
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consumption. On the other hand, the responsibility of mothers for the enjoyment of 
the food their children consumed, continued with their adult children when these adult 
children returned home for a meal.
9.3.4 Summary
When comparing Chinese and English mothers in terms of their responsibilities for 
their children’s food consumption to promote health, less than half of the English 
sample (3/7) who were ‘Very Health Conscious’ had children living at home. 
References to the diet of those children who had left home were more along the lines 
of eating for family bonding rather than for health. This is in contrast to the Chinese 
sample of whom the majority (5/7) had children living at home, and their 
responsibility as mothers for the health of the children still living with them was an 
important factor. They were very conscious of their children’s food consumption.
Among mothers who were classed as ‘Partially Health Conscious’, those who had 
children still living with them also showed concern about their children’s health and 
the importance of ensuring they developed good eating habits. On the whole, 
working mothers with young children were only partly health conscious about their 
own health.
Where there was less emphasis on the health aspects of the food children ate than on 
the children’s enjoyment of food among the mothers in all three categories of health 
consciousness, there was also the issue of attempting to resolve conflicts over their 
children’s food preferences (which will be discussed in section 9.4 on daughters’ 
vegetarianism).
Of the three English mothers classed as ‘Not Health Conscious’ for their own health, 
there was no direct expression of catering to their children’s health (which does not 
imply that they did not, but that they did not specifically say so, particularly as two 
mothers had children who had left home, and one had adult children living with her). 
Of the five Chinese mothers who were ‘Not Health Conscious’ about their own 
health, all were health conscious of their children’s food in varying degrees, except
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Leslev-CWl (who was living alone), whose daughter did not live with her and with 
whom she had limited contact.
For the majority of mothers who were ‘Very Health Conscious’ and ‘Partially Health 
Conscious’, the responsibility of the mother for her children’s health and health 
problems were important considerations for both Chinese and English mothers, 
particularly for those who still had children living at home, i.e. they were very health 
conscious about their children’s health. More specifically, some ‘Partially Health 
Conscious’ English mothers expressed their awareness of the social pressures and the 
acceptance of their gendered role in having responsibility for their children’s food 
consumption for health -  a daily process of ‘doing mother’. For the majority, who did 
not overtly refer to their gendered role of having the responsibility of caring for their 
children’s food consumption, they nevertheless carried out their assumed 
responsibilities of caring mother, indicating that there was no ethnic differences 
between the Chinese and English. Only in one exceptional case, Gina-CM2. whose 
children’s food preferences were paramount in her decisions as to what they should 
eat, the manual socio-economic status of her husband and her rental flat tenure 
differed from the rest of the sample. The majority of Chinese and English mothers 
were concerned that their children’s food consumption was to promote health.
9.4 In Support of Daughters’ Vegetarianism
Several daughters’ food preferences, among the English respondents (with the 
exception of one Chinese mother Yin-CM2\ preferred vegetarian meals.
Henson et al. (1998:186) (see Chapter 5, section 5.5) examined the effects on the 
family of a planned change in the diet of one of its members to either (1) vegetarian 
diet, (2) a medically-prescribed diet; or (3) a ‘slimming’ diet’. The study involved 
three stages and included qualitative and quantitative methods. The first stage 
included 10 focus groups; the second stage involved interviews with 75 families (31 
weight loss diets, 37 medical diets and 7 vegetarian diets) and 142 individual 
members of the families were involved. The third stage involved questionnaires 
about the impact of diet change on 190 vegetarians and 873 others who followed a
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weight-reduction diet (ibid: 188). The households that participated in the first two 
phases of the study adopted one of two strategies for dealing with the change in diet 
and incorporated it into the normal family routines. Either different types of meals 
were prepared for or by the diet changer, or all/most of the rest of the family adopted 
the different diet. In either case the consequences might or might not lead to an 
altered pattern of domestic tasks relating to food provision and preparation (ibid: 193). 
In the majority of families one person, generally the female home manager, took 
responsibility for all food-related tasks (ibid: 194), especially when she was also the 
diet changer. It was, however, rare for the home manager to complain about the 
impact of the diet change. Instead, the change was generally reported as a minor issue 
creating few problems and was generally not measured in terms of additional time 
spent shopping or cooking (ibid: 194).
In their conclusion, they stated that:
... ‘choice’ is not that of a single isolated individual but is made in 
the context of a routinely collective and negotiated process of food 
choice. Even more importantly, the choice of the family member 
who is changing their diet affects the food-consumption patterns of 
others in the family and, in large part determines their food ‘choice’ 
as well.. .The process of collective determination of food 
consumption patterns then, is a complex and negotiated one which 
balances authority against affection, responsibility against the desire 
to please, varying patterns of preference, mutual concern for one 
another’s welfare, likes and dislikes, workload and pattern, 
convenience and cost in terms of time as well as money. It is striking 
that our studv families seemed to adapt quite well to one of their 
member’s change in diet and that there is little evidence that the 
effect is experienced or perceived as entailing anv great difficulties. 
(ibid:195-196)
[N.B. I have underlined the above quotation to emphasise the point.]
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In my study. Table 9.4 illustrates who in the sample of English mothers and daughters 
were vegetarians and non-vegetarians. Of the total sample of 18 English mothers with 
daughters, 34% (6/18 mothers) of the mothers were vegetarians/semi-vegetarians. 
Among the daughters, 39% (7/18) were vegetarian/vegetarian inclined. Of the 
mothers, 22% (4/18 respondents) were non-vegetarians who had 
vegetarian/vegetarian inclined daughters, 17% (3/18 respondents) were vegetarians 
with vegetarian daughters, and 11% (2/18) were vegetarians, but did not indicate if 
their adult daughters were vegetarians.
Table 9.4 Extent of vegetarianism and non-vegetarianism among the 18 English 
mothers with daughters.
Mothers
Vegetarian/Semi-
Vegetarian
Non-
Vegetarian
All
Daughters
Vegetarian/Semi­ 3 (17%) 4 (22%) 7 (39%)
vegetarian
preference
Non-Vegetarian 1 (6%) 6 (33%) 7 (39%)
No Indication if 2 (11%) 2 (11%) 4 (22%)
Vegetarian or Non-
Vegetarian
All 6 (34%) 12 (66%) 18(100%)
The majority of vegetarian daughters adopted vegetarianism not because they enjoyed 
eating vegetarian meals in the first instance, but mainly because they did not like the 
idea of eating animals. Most of them started in their teens. There were mothers who 
were vegetarians (Tmha-ESp2: Maîilda-EM3) before their daughters became 
vegetarians and in the latter case, not only did her daughter become vegetarian but 
also her husband. However there were others who were influenced by their 
daughters. For example, in the case of Aileen-EWL whose partner was also 
vegetarian which also reinforced the respondent’s change of diet. Other mothers who 
were vegetarians did not give any indication whether adult daughters who no longer 
live at home were also vegetarians (Jane-EM2: An£ela-EW3). None of the sons were 
vegetarian.
In the study by Henson et al. (1998), on implementing dietary change, the researchers 
reported that the families in their study adapted fairly well and in a consensual way to
the change in diet by one person in the family. In contrast, Amato and Partridge 
(1989) noted conflictual tension on implementing such changes, although Henson et 
al. (1998:192) acknowledged that the ‘small number of vegetarians in our stage two 
sample, however, may have precluded our uncovering this sort of finding.’
Among the non-vegetarian middle-class English mothers with vegetarian daughters in 
my study, there were difficulties not only because of the mothers’ health 
consciousness for their vegetarian daughters, but also because of the different food 
preferences of other members of the family. Mothers who were vegetarians or who 
were favourable to vegetarian diets whether for health or moral issues, were less 
likely to report negatively about their daughters’ preference for a vegetarian diet (e.g. 
Laura-EM2. who claimed that ‘ could live as my daughter does, on salad and 
fruit' (QA7)) than mothers who enjoyed eating meat. Nevertheless for both 
vegetarian and non-vegetarian mothers, the issue of health consciousness of what their 
daughters ate was important and this created conflict between mothers and daughters 
about the daughters’ food consumption (except for Laura-EM2 whose conflict was 
focused on sharing the cooking responsibilities with her husband and daughter (see 
Chapter 8, section 8.3.5)).
Gemma-EM3, a non-vegetarian mother who was working part time, was health 
conscious for her 15 year-old vegetarian daughter’s food consumption, to ensure that 
her daughter was eating nutritious foods and would not become ^anorexic'.
Moreover, the difficulties of having to cook different types of meals to cater to the 
different food preferences of the family (e.g. her father-in-law and her husband) were 
also a source of conflict, as she particularly did not like cooking.
Q16. Who decides what will he eaten each day?
OA16/Gemma-EM3: Me
Q17. What makes you decide what foods to buy and cook?
QAl 7/Gemma-EM3:1 like variety. Um, and favourite dishes that I  like, and I  have to 
modify it a little bit because D. 's (daughter) definitely edging towards being a 
vegetarian, as a lot o f her generation are. D. 's (daughter) fifteen. She doesn't like 
the thought o f eating animals. Um, she would eat chicken andfish but I  have to be 
careful. There is two things. One obviouslv everyone is aware of. anorexia. She's
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always been quite slight. But now she is filling up beautifully. Um. but the other 
thins is that even though I  love nice food, I  find that I  have to do so much time doins 
it. I  set fed up o f cooking. I  don't like cooking. Ijust love eating nice food, and so 
consequently, I  never have enough patience to cook three different meals. So when 
mv father-in-law is staving, his diet is différent. I  change our diets, so that we all have 
the same, because I  do not want to spend anv longer messing around. So I  sav to D. 
(daughter). 'I'm not cooking different meals for vou. ' But we modify it so that it is 
easv for her to have tuna vasta. because H. (husband) does not reallv like anything 
that is sort o f white creamy stuff, so on the whole, she has to fit in with us. So. she'll 
often land up having gravy and vegetables, and a bit o f meat. I  mean I  actually did 
give her liver and onions the other night, which she managed to have a little bit of, 
which I  was quite pleased, because we have lots o f cabbage, new potatoes, and 
because my father-in-law loves it, and I  love it. I  love liver, um, I  will do it when he's 
here, and she fortunately had bits. I  thought, at least she had the gravy, she had some 
o f the iron from that, so, um.
The notion of ‘doing mother’ of ensuring their vegetarian daughters ate for health, as 
well as what they preferred, also involved the responsibility of resolving conflicts 
between the different dietary preferences of other members of the family. This was 
evident for both vegetarian/semi-vegetarian mothers (Trisha-ESv2: Matilda-EM3) and 
non-vegetarian mothers ( Veronica-EM3: Gemma-EM3^.
Matilda-EM3 was a full time working mother and a vegetarian. Her daughter became 
a vegetarian first and she was influenced by her daughter’s moral concern about 
killing animals. However she also regarded a vegetarian diet as having health benefits 
as she claimed that she ate ‘a healthy J/er’ which was a '‘vegetarian' diet. The 
consumption of a vegetarian diet extended to her husband too. Where there was a 
conflict about food preferences, it arose when her son came to visit. The conflict of 
different food preferences would entail her having to cook different types of foods:
Q17. What makes you decide what foods to buy and cook?
QAl 7/Matilda-EM3: Well, I  just try to think what everybody would like. I, more than 
often, cook two different meals, but as Isay, my husband, my daughter and I  at home
190
would eat a vegetarian meal, but i f  mv son come round, he would prefer chicken or 
something else cooked, and I  would do that for him.
Q19. What are the 'basic foods ’ that you buy?
QA19/Matilda-EM3: ‘Basic foods ’ would be pasta, rice, jacket potatoes and then 
Quorn to make some sort o f dish with. Maybe the sauces, you know, the jars. Usually 
fru it and salads, and depends on who is coming, you know, chicken [for non­
vegetarians, like respondent’s son] or whatever else anybody else wants, you know. 
Vegetables... Or if  I  made a Lasagne, I  couldn ’tput a cheese sauce on it, because my 
mother-in-law doesn’t eat cheese. So then, I  have to make a separate one fo r her.
And that er. I ’ve been used to doing two or three meals ever since, you know, when 
they were all at home. Mv son is so finicky that he never just eats anything that’s put 
in front o f him. You couldn’t sav. ‘Oh, we ’II have this today ’ and everybody eats the 
same meal. It never works like that. Sometimes I  could throw it. Well, it’s better now, 
as Isay, with just the three o f us, but er, a lot o f the time is just me and my daughter 
fo r tea, because my husband works late. So..
The extra effort of having to cook different meals to accommodate the different 
dietary or food preferences was articulated very forcefully by this respondent i.e. 
‘Sometimes I  could throw it\  although she and her daughter were the ones that made 
the dietary changes in the first place. But as she was the one responsible for the 
cooking in the family, ‘doing mother’ for her entailed the responsibility for resolving 
the conflict of food choices, but at great expense on her. Similar lustrations were 
voiced by Gemma-EM3, a non-vegetarian mother, who was cited earlier, when she 
told her vegetarian daughter ‘I ’m not cooking different meals for you' (QAl 7).
Veronica-EM3 who was working 6 hours a day, ‘almost fu ll time ’ had adult children 
who no longer lived at home although at the time of the interview, she had relations 
who had been staying with her for the last few months and she was feeling the strain 
of having the responsibility to cook for her ‘house guests ’. She was one of the 
respondents who felt that a mother’s responsibility was to ‘produce a good nutritious 
meal'. However, she also enjoyed cooking: ‘Um, I  must confess I  really enjoy trying 
out new recipes. So I  think it's almost like one o f my leisure pursuits because not
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necessarily one that gives me exercise, but I  enjoy, I  really do enjoy cooking. I  love it, 
and I  find it a challenge. (QAl 7)
Although she enjoyed cooking, having the responsibility for cooking ‘nutritious' fooà. 
for her vegetarian daughter was not easy. When her daughter was a vegetarian for 
four years and living at home, it created difficulties for the respondent not only to 
prepare her vegetarian diet but to cook food that would appeal to her daughter’s taste 
as well. She described her daughter as ‘a fairly useless vegetarian ’ (QA7) as she did 
not like ‘pulses' and ‘tomatoes' that are basic food items of a vegetarian diet.
In addition, having to cook for the family with different dietary preferences created 
further problems;
DH: Anything else that makes you decide what foods to buy and cook?
QAl 7/Veronica-EM3: Obviously dietary choices o f the members o f the household, put 
it that way. I  mean certainly when D. (daughter) was a vegetarian, I  had to be very 
conscious o f that, even to using, or not using gelatine. I  can't remember what I  used 
to use instead o f gelatine, because that has animal products in it. But I  don't think I  
realised until she told me. And C. (cousin's son) that is living with us at the moment, 
um, he doesn't like cheese, and he doesn't like milk very much, but he will have it. So 
I'm afraid the vegetable and cheese sauce I  had tonight didn't suit him too well. Um, I  
do find  it difficult when people are fussy, and going back to what I  was saying about 
D. (daughter) when she was vegetarian, I  had a daughter who was a vegetarian, and 
a son who didn't like vegetables very much. And that was a nightmare.
Although Henson et al. (1998) emphasized the complicated process of negotiation 
within families to accommodate food choices, the mothers in my study had home the 
responsibility of accommodating their daughters’ vegetarian preferences within the 
family. By ‘doing mother’, they had attempted to balance the responsibility for their 
daughters’ health and vegetarian food preferences as well as taking into consideration 
other members of the family’s preferences in their attempts to resolve conflict.
Unlike Henson et al. (1998), a number of the mothers of vegetarian daughters in my 
study experienced conflict and tension, confirming the findings of Amato and 
Partridge (1989) about families who have a family member becoming a vegetarian.
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Nevertheless, in my study it was found that even if a mother was vegetarian, the 
conflict arose not because of the vegetarian diet per se, but because of the health 
dimension of the specific foods, reinforcing the notion of ‘doing mother’ as having 
the responsibility for their children’s health as significantly important.
In my sample, all of the seven mothers of vegetarian daughters were working outside 
the home at the time of this study (i.e. working full time (4/7) and part time (3/7)). 
They all had the main responsibility for cooking in the family.
To sum up, these working English mothers’ conflicts and difficulties arose mainly 
from their health consciousness for their vegetarian daughters’ diet, the extra effort 
required to prepare different diets, and having to resolve the conflicts between other 
family members’ dietary preferences. Vegetarianism can easily be accommodated if it 
is just between mother and daughter. However, it is more difficult where a daughter’s 
vegetarianism conflicts with the food preferences of sons, partners or other household 
members (but not with mother’s own food preferences, which become subservient).
9.4.1 Comparisons between Chinese and English respondents
In strong contrast to the English mothers, there was only one Chinese mother (Yin- 
CM2) who mentioned that her 9 year-old daughter did not like to eat meat. However, 
as she and her husband also do not like to eat meat, it was not problematic.
OA19/Yin-CM2 Also I  suppose it’s a bit sort o f animal thing, like my girl loves 
animals, so this other area, you know, small piece o f chicken and half it, so, she’s sort 
o f trying to...She wasn’t, doesn’t eat it, in fact it’s so strange. My D. (daughter), mv 
daughter doesn’t like eating meat at all, right?
DH: How old is she?
Yin-CM2: She’s only nine. So, again she’s an animal lover, so she is not keen on it, 
and so that affects my decision o f what to cook and what not to cook. I f  she’s not 
happy with it, so, you know, we also feel it’s not nice that she’s not going to eat it. So, 
Ifeel, after all we don’t need to have chicken or beef everyday anyway. And also I ’m 
not keen on meat mvself. and mv husband also doesn’t even like meat, so it works
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quite well because we ’re all not very keen. Apart from, we know that red meat, fo r  
example, is not quite healthy, yeah? Not very healthy, or eating too much, consuming 
too much is not very good. But even that, again, with this mad cow disease, whatever, 
it doesn’t affect us, but somehow i t ’s at the back o f the mind, you know.
Among the whole Chinese sample, only one Chinese respondent (Pauline-CSO) was 
vegetarian and she was Single with no children. The majority of Chinese mothers 
mentioned that they enjoyed eating iBruit and vegetables instead of meat. However, in 
contrast to the English mothers, they were not vegetarians/semi-vegetarians, nor were 
their daughters. As such, they did not experience the dietary conflicts that English 
mothers did in catering to their daughters’ vegetarian diets.
9.5 Seeking Balance
In the process o f ‘doing mother’, women enacted the notion o f ‘seeking balance’ 
between their children eating health promoting foods and their children’s food 
preferences that were more likely to be less nutritious or health damaging. For 
instance, children generally prefer foods with high fat (e.g. ‘chips’) and high sugar 
content (e.g. ‘cakes', ‘biscuits' and ‘chocolates'), which mothers do not regard as part 
of a healthy diet. In the case of Heather-CM2^ she ensured that her family ate ‘a vast 
quantity o f fruit in the house. Fruit, vegetables. Quite varied.' (QAl 2) and would also 
moderate her children’s preference for foods with high sugar content:
OA 12/Heather-CM2: [...] I  don’t have a sweet tooth. In fact, I  don’t... I ’m not at all 
someone who would eat loads o f biscuits or chocolates. But the children have. They 
enjoy things like that. H  [husband] does as well. So I  try to keep that... I  don’t 
banned anything really. There’s nothing that is banned in this house. But Itry  to... I  
make sure that we don’t eat too much. And that’s not just to do with sweet sugary 
stuff because S [son] has eczema andfor a period o f time, I  have noticed that i f  we 
have a lot o f foods with addictives and colourings, you know, that would be processed 
foods, and things like fizzy drinks or crisps, you know all that sort o f stuff. Um, his 
eczema is affected, adversely by all o f that. So, Itry  to keep all o f those things to a 
kind o f reasonable amount. O f course they can have coke and crisps, and chocolates 
and all those things. I t ’s just I ’m a great believer in all things in moderation. [This
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response was also cited in section 9.3.2 to illustrate being ‘Partially Health Conscious’ 
about her own health.]
The notion of ‘seeking balance’ was also evident in a mother of a vegetarian daughter 
who preferred to eat only limited selections of a vegetarian diet.
DH: So for you, 'balanced diet' means?
OA 7/Veronica-EM3: A balanced diet meaning a right proportion o f all the different 
food groups I  think. You don't need a huge amount ofprotein, but you need some.
Um, I  think i f  you're vegetarian, it's sometimes quite difficult to get some o f the 
vitamins and minerals, and trace elements that are in say, red meat. Iron fo r  
instance, I  sometimes think that people who become vegetarians aren't always aware 
o f that. My daughter, my youngest daughter was for a while, but she didn ’t like all 
the foods that vou're suvposed to have if  vou're vegetarian, you know. The pulses, 
and the secondary proteins, and things like that. But she didn't like any o f that, and 
she didn't like tomatoes either. I  mean she was a fairlv useless vegetarian.
[Veronica ’s-EM3 responses above about the types of vegetables she did not eat were 
also illustrated in a different context relating to her daughters’ vegetarian diet (section 
9.4).] However in this case, Veronica-EM3 articulated her notion of a healthy 
vegetarian diet in terms of consuming a sufficient balance of nutrients. Although her 
daughter’s preferred vegetarian foods were not necessarily health damaging, they 
were lacking vital nutrients for an overall healthy diet. Thus, indirectly, Veronica- 
EM3 was ‘seeking balance’ for her daughter between health promoting foods, and 
foods that were not necessarily health damaging, but were less nutritious.
9.6 Summary
This chapter on the process of ‘doing mother’ for children’s health and diet examined 
how mothers sought to promote their children’s health irrespective of their own health 
consciousness. It was found that most mothers were concerned about their children’s 
diets but this concern did not necessarily relate directly to the mothers’ level of health 
consciousness about the food they themselves ate. For a distinct group of English 
mothers with vegetarian daughters, concern for their daughters’ health was prominent.
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and mothers resorted to ‘seeking balance’ between health promoting and health 
damaging (or less nutritious) foods. However, it was more difficult to cater to their 
vegetarian daughters’ food preferences when there were potential conflicts with other 
family members who preferred to eat meat. The next chapter will examine how 
mothers attempt to resolve children’s different food preferences, and how food is used 
by women to reinforce family bonds in order to promote family life and well-being.
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Chapter 10
‘Doing Mother’ to Promote Family Life and Well-Being
10.1 Introduction
In the previous chapter, it was shown that ‘doing mother’ for children’s health and 
‘doing mother’ in support of daughters’ vegetarianism were highly significant factors 
in influencing the types of food mothers purchased and prepared for their children. 
However, another important factor that influenced these mothers’ food-preparation 
decisions related to their children’s food preferences. In this chapter, how mothers 
initiated or responded to their children’s food preferences (other than those of their 
vegetarian daughters) and how this influenced what these mothers ate, will be 
examined. The focus is on the narrow context of mother-child relationships, where 
the mother was responsible for preparing the foods they and their children ate.
10.2 ‘Doing Mother’ to Resolve Children’s Different Food Preferences
It is noted in some studies (see literature reviewed in Chapter 5) that women generally 
tend to cater to the likes of other members of the family (Charles and Kerr, 1988; Pill 
and Parry, 1989) although there may be issues of disagreement. The studies 
highlighted the low priority women tended to allocate to their own food preferences 
compared with attention to the food preferences of other members of their family, 
even though the women were mainly responsible for the preparation of food.
However, meeting the demands of other family members’ food preferences was 
regarded as a sign of affection (Furst, 1991 (cited in Gregory 2000:129); DeVault, 
1991; Mennell et al., 1992). This was clearly evident in my study among the majority 
of women in both the Chinese and English groups with children (who have left home 
and with children who still live with them).
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10.2.1 Family structure and the social context o f eating
As discussed in Chapter 9, 43 women had children i.e. 21 Chinese mothers and 22 
English mothers (Table 9.1). Of the 43 mothers, 12 (i.e. 8 Chinese and 4 English) had 
only one child and 31 (i.e. 13 Chinese and 18 English) had two or more children.
Potential conflicts arising from children’s food preferences would appear to be less 
for women with only one child to cater for, than for mothers with two or more 
children, as there could be no disagreement of food preferences in one-child families. 
However, the behaviour of mothers of an only child may vary according to how the 
food preferences of that child (e.g. vegetarian) affected that of the mother and/or other 
members of the family (see Chapter 9, section 9.4). Likewise the social context of 
mothers’ food consumption is also crucial i.e. whether it was on a one-to-one basis 
with a child, within a larger family context or regarded as symbolic e.g. family 
bonding (section 10.3), or as a sign of affection. Nevertheless ‘doing mother’ to cope 
with children’s different food preferences was an on-going process that involved 
different behaviours (Table 10.1).
Mothers cited their children’s food preferences of what their children liked to eat 
and/or have requested to be cooked. In some instances the children’s dislike of 
certain foods resulted in a refusal to eat such foodstuffs. On the whole, children’s food 
preferences cited by mothers fell into three categories:
• major food diets, e.g. vegetarianism or meat preference diets
® mothers’ concepts of unhealthy foods such as, high in fat and/or sugar content 
e.g. ‘chips', ‘chocolatQ' and ‘puddings' ', ‘processed' (because of additives) in 
contrast to ‘fresh' foods
• cultural food preferences of Chinese dishes e.g. ^Peking Duck', or western 
dishes e.g. ‘Spaghetti Bolognese'.
The variation among mothers in the ways in which they described the type of foods 
preferred by their children also reflected their attitudes. For example, some foods that
198
were classed as unhealthy because of their high fat and sugar content, were 
nevertheless regarded as ‘treats' (Massie-EM2). and often approved of if eaten in 
‘moderation' (Heather-CM2) or as part of a meal (Linda-EM3). Moreover, mothers 
differ in the way they categorize foods, for instance, some who ate red meat (Linda- 
EM 3\ did not regard it as unhealthy. It was easier not to give the children their food 
preferences if a mother disagreed with the child’s choice, but to provide an alterative 
food that they would eat, than to force children to eat foods they disliked. The 
children ranged from a toddler (Marsaret-CMl) to adolescents (Cvnthia-EM2). 
However, most mothers would want to cater to their child’s food preferences as a sign 
of affection unless the mothers’ own food preferences were regarded as important e.g. 
Linda-EM3, Yoons-CML It can thus be seen that the range of children’s food 
preferences was wide and how mothers perceived these food choices varied in terms 
of the nutritional properties, and their approval of the consumption of such foods by 
children and mothers themselves. Nevertheless children’s food preferences led 
mothers to a diversity of responses in relation to what mothers ate.
10.2.2 A model of mothers' behaviour in response to children's food preferences
Mothers responded to their children’s food preferences in a number of different ways. 
These are illustrated in Table 10.1, which provides a model of mothers’ behaviour in 
response to children’s food preferences.
Most mothers who did the majority of the cooking for the family responded to their 
children’s varied food preferences in different ways that affected their own food 
consumption. Even those who did not do the majority of cooking tasks were involved 
in some cooking and in the purchase of food, which reflected a response to their 
children’s food choices. These responses ranged in a continuum from ‘controlling’ 
through ‘accommodating’ children’s food choices, to being subservient by 
‘subordinating’ their own food preferences in favour of their children’s food choice, 
impacting on what mothers ate. However, for some mothers, negotiation (also see 
Henson et al., 1998; Gregory, 2000) between mother’s and children’s food 
preferences have not been without disagreements. The continuum of mothers’ 
behaviour reflected the main tendencies for mothers to respond, with some falling on
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the borderlines of the major categories with main categories underlined) of mothers’ 
decisions of how they responded to their children’s food preferences.
A model of the range of mothers’ behaviour in response to children’s food 
preferences varied along a continuum with five categories: Controlling > 
Controlling/Accommodating > Accommodating > Accommodating/Subordinating 
> Subordinating (see Table 10.1). Each category will be discussed in turn in the 
following separate sections 0 to 10.2.5). Of the five categories, three are main 
categories, i.e. Controlling; Accommodating and Subordinating. Overall, the majority 
of mothers Accommodated their children’s food preferences (59%) with smaller 
percentages for mothers Subordinating their own food preferences (18%) and 
Controlling their children’s food preferences (12%) (Table 10.1).
Table 10.1 Mothers’ behaviour towards children’s food preferences
Chinese English All
Controlling
Controlling/Accommodating
Accommodating
Accommodating/Subordinating
Subordinating
2 (11%) 
1 (5%) 
11 (58%) 
1 (5%) 
4 (21%)
2 (13%) 
1 (7%) 
9 (60%)
1 (7%)
2 (13%)
4 (12%) 
2 (6%) 
20 (59%) 
2 (6%)
6 (18%)
Total, indicating children’s 
food preferences
19(100%) 15 (100%) 34(101%)
Total with no indication of
children’s food preferences
2 (100%) 7 (100%) 9 (100%)
Total with and without 
indication of children’s food 
preferences
21 (100%) 22 (100%) 43 (100%)
First it has to be acknowledged that there were a number of mothers (two Chinese and 
seven English) who gave no indication of their children’s food consumption and food 
preferences. Only 10% (2/21) of Chinese mothers fall into this category compared 
with about one third, (32%, 7/22) of English mothers. Apart from one English 
exception, Hilda-EM2, who had two adult children living at home, the rest were 
mothers with adult children who no longer lived with them. Of the remaining 34 
mothers, out of the sample of 43 mothers, one important aspect o f ‘doing mother’ 
concerned coping with children’s different food preferences.
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10,2.3 Controlling
The term ‘control’ is defined as ‘the restriction of an activity’, and ‘controlling’ as 
‘having command o f  (The Concise Oxford Dictionary, 1999:8). On the face of it, 
mothers determined what they and their children ate. However, various factors 
impinged on their decisions as pointed out previously e.g. type of family structure and 
social contexts (section 10.2.1) (also see Chapter 5, section 5.4). Nevertheless, 
mothers do have some form of control in their choice of their children’s food 
preferences.
There were some mothers who felt very strongly about what their children should eat 
and were ‘controlling’ in their food choice (12%)(Table 10.1). The strength of their 
feelings was evidenced throughout the interviews, and the theme recurred, that it was 
an important issue to take charge of what their children ate. That is not to say that 
their children’s likes and dislikes were not met, but that the over-riding factor of food 
consumption lay firmly with the mothers’ beliefs and attitudes about implementing 
their own choice of food for their children.
For instance, a healthy diet for her children was of paramount importance for Linda- 
EM3. who used to be a Fund Manager (working in the ‘C itÿ [London] and handling 
‘hundreds and millions o f pounds' (QA2)) and now a housewife and a mother of three 
children aged 6, 3 and a baby of 6 months. She was adamant about instilling good 
healthy eating habits in her young children, as well as eating ‘enough goodfood’ both 
for her own health and the well-being of her breast-fed baby baby gets all crotchety 
and you get stressed and that's a vicious cycle. ' (QA9). For this mother, ‘home­
made ’ and ‘naturaV ioo^s were regarded as healthy in contrast to processed foods, 
and foods high in fat and sugar. However, it was not just the avoidance of ‘desserts' 
that she did not regard as healthy. She would not give her children fruit ‘juice’ 
because of the effects on their teeth. 1 think i t ’s a terrible habit to get into drinking 
juice. Terrible for their teeth I 'd  rather they drank water when they got thirsty. ' 
(QA19). Furthermore, she would not cook ‘meat and two veg\ with the ‘trimmings' 
that her husband {‘a Northern lad') recalled he enjoyed as a child -  Tm  not going to 
let my children grow up like that.' (QAl9). Her resolve that her children ate healthy
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foods was also part and parcel of what she insisted they should consume: ‘I  think kids 
don V drink enough milk nowadays, I  try to get them to drink at least half a pint o f 
milk a day...It's just not a habit the kids have these days. I  think they drink so many 
juices and things, that they don V drink milk. ’ (QAl 9). Her determined attitude to 
implement and maintain a healthy life style in terms of food consumption meant that 
she controlled what her children ate. To ensure her children did not develop 
unhealthy eating habits, some foods that were regarded as unhealthy (e.g. ‘crisps ’ and 
‘chocolate') would be only served as ‘part o f a meal. ’ (QAl 9).
On the other hand, fiill time working Chinese mother Yoong-CML with a 15-year-old 
daughter, was controlling her daughter’s consumption of fats and sugar and ensuring 
she ate fruit and vegetables.
QI9. Does the (western) nutritional value o f the foods or the lack o f nutrition affect 
your decision?
OA 19/Yoong-CMI: Yeah, particularly fo r my daughter. I ’m very much so. I ’m very 
conscious. I  again restrict her egg intake, and mainly to do with sugar levels and fat. 
And I  consciously train her, she has to eat, I  don *t deprive her o f those chocolates and 
stuff like that, but I  consciously, when she was young, trained her to eat vegetable[s], 
also fruit. So, in terms o f shopping, bitying, you tend to buy those things, because 
she’s still young and she can’t go to the supermarket and get whatever she wants, so 
she tends to eat whatever is around the house. And another thing as well, like 
cornflakes, like other cereals with honey, you know, you already got sugar content, 
isn ’t it? You’ve got no problem like cornflakes. Sometimes I  buy cornflakes. I  don’t 
eat cornflakes with sugar. I t ’s not a conscious decision; i t ’s just that I  don’t bake 
cakes. I  tend to buy sugar -  in the house. I ’ve only got brown sugar and sugar lumps 
for guests... I  don’t buy ready made frozen food because o f the..., you don’t know 
what they put in there. In a way. I ’m not very obsessed, I ’m not obsessed about 
weight at all but I ’m conscious about the fa t content. Not so much about me, but 
about my daughter, because I  keep saying to her, because half the time my husband is 
not around.
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Another reason given was the mothers’ own personal choice which was very strong 
for both a Chinese and an English mother who adopted ‘controlling’ behaviour of 
food preferences. However, in these two cases, there was very little data about their 
children’s food preferences for their family. Jessie-CM2 made it clear that as she was 
the person who cooked, she was also the one who decided what her family would eat, 
and she emphasized that it was predominantly what she felt like eating. Likewise, 
Cvnthia-EM2 indicated her personal preference as a major influence on what she ate, 
although consideration was given to children’s dislike of certain types of vegetables 
that she did not buy.
The most important element of ‘controlling’ what was eaten was the determined and 
strong attitudes held by these respondents about different types of food preferences 
that varied for reasons of health, cultural cuisine or personal taste that they regarded 
more highly than just giving children their food preferences. Nevertheless, even 
cultural and personal tastes were more in line with healthy eating of lots of fruit and 
vegetables, and less meat (i.e. saturated fat) and foods with high sugar content. The 
proportion of mothers who fall into this category is small (12%).
10.2.4 Accommodating
All mothers were aware of the need to eat healthy foods. However, not all referred to 
this directly where their children’s diet was concerned, especially if their children no 
longer lived at home. Nevertheless, those that mentioned their children’s diet, also 
indicated their awareness that their children should eat foods that the mothers 
regarded as healthy, such as fruit and vegetables and less of the foods that were 
detrimental to health e.g. high saturated fats and high sugar content foods. ‘Doing 
mother’ was intrinsically tied up with concern for their children’s health (Chapter 9). 
However when it came to the children’s daily diet, apart from health concerns, the 
majority of mothers also ‘accommodated’ their children’s food preferences.
To be ‘accommodating’ is defined as ‘fitting in helpfully with another’s wishes or 
demands’ (The Concise Oxford Dictionary, 1999:8). Similar meanings of the word 
‘accommodating’ such as ‘considerate, co-operative, friendly, helpful, kind, obliging.
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sympathetic, willing’ and other terms of similar meaning (Chambers Paperback 
Thesaurus (1992:7), indicate a positive attitude of willingness. In general, mothers 
accommodated their children’s food preference (59%)(see Table 10.1), for instance, 
by cooking ‘what the children liked to eat. ’ (QAl7). (Jermv-CMT), However, this had 
an impact on what mothers ate or refrained from eating.
The food children liked to eat, as previously pointed out, included major food diets 
such as vegetarian and meat-preferences; foods regarded as unhealthy by mothers 
such as those high in fat and/or sugar; foods with additives; healthy individual types 
of fruit and vegetables; western and oriental cuisine; and favourite individual dishes. 
Mothers were ‘accommodating’ of such food preferences.
10.2.4.1 ‘Accommodating’ vegetarian daughters’ food preferences
In Chapter 9 (section 9.4), it was shown that mothers accommodated their daughters’ 
vegetarian diet if they themselves were more inclined towards a vegetarian diet, and 
there was no conflict with the food preferences of other members of the family e.g. 
Chinese mother Yin-CM2 and her husband did not like to eat meat anyway, and their 
other child was under a year old. In the case o f Aileen-EWL she accommodated both 
her vegetarian daughter and partner before becoming vegetarian herself. Other 
mothers (e.g. Veronica-EMS: Scmdie-EM2') cooked vegetarian food for their daughters 
and separate food for themselves and their partners.
10.2.4.2 ‘ Accommodating’ children’s meat preferences bv vegetarian mothers.
Vegetarian mothers of non-vegetarian children generally cooked meat for their 
children and did not impose their vegetarian diet, although their children may eat 
more vegetarian meals than other non-vegetarian families, e.g. Josephine-EM4\ ‘They 
are not averse to eating meals without meat? (QA2). However, they were 
‘accommodating’ of their children’s preferred meat dishes, and even perceived that 
eating meat was the norm for very young children. Josephine-EM4: ‘[...] when the 
children were little, I  felt obliged to show them how to eat meat and two veg but since 
then, I  guess I ’ve been vegetarian now fo r 25 years.' (QA2) (This was also cited in 
Chapter 8, section 8.2.3 depicting a vegetarian’s responsibility.) Although she
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consumed only vegetarian meals when the children were older, she continued to cook 
meat for her children. The impact of non-vegetarian children’s food preferences on 
vegetarian mothers’ food consumption was ‘accommodated’ as part of the notion of 
‘doing mother’ for children’s food preferences.
10.2.4.3 ‘Accommodating’ unhealthv major food groups e.g. fats and sugar
More specifically, mothers who accommodated their children’s food preferences, did 
so even when they were not in agreement with the particular food preference, as they 
regarded such foods as damaging to health.
In the case of Gina-CM2, a full time working mother with two sons aged 14 and 6, it 
was pointed out in Chapter 9 (section 9.3.3) that she catered mainly to her sons’ food 
preferences. Her partner renovated houses for resale, and she was a unique case being 
the only respondent to live in rented accommodation, rather than as an owner- 
occupier. Her cooking amounted to ‘usually what is on demand’ (QAl7) and serving 
‘burgers ’, ‘sausages ’, ‘bacon ’ and ‘McDonalds ’ fast foods (QAl2), although she did 
make attempts to encourage them to eat more healthy foods like fruit and vegetables, 
‘nuts ’ as an alternative to ‘crisps' and ‘cakes ’, and would grill rather than fiy foods at 
home, including ‘chips'. Although for herself, she would not eat ‘bacon' for 
breakfast, and ‘hardly ever have snacks ’ as she preferred to eat ‘fruit' as part of her 
‘tea’, nevertheless her consumption of high fat content foods like ‘burgers' and 
‘sausages' for her main meals was directly influenced by her sons’ food preferences. 
The impact of high fat in her main meal of the day was significant in spite of her own 
attempts to eat healthy food like fruits, and to avoid other high fat content foods at 
breakfast and as snacks. However, many Chinese mothers claimed not to like foods 
with a high sugar content e.g. Heather-CM2 pointed out that ‘I  don’t have a sweet 
tooth. I ’m not at all like someone who would eat loads o f biscuits or chocolates, but 
the children have. They enjoy things like that [...] I  don’t ban anything really.
There’s nothing that is banned in this house. But I  make sure that we don’t eat too 
much. ’ (Responses also cited in Chapter 9, sections 9.3.2 and 9.5 in relation to 
different aspects.) Nevertheless they would be ‘accommodating’ of their children’s 
food preferences for the children’s consumption but personally would refrain fi*om
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eating such high sugar content foods. It would appear that for Chinese mothers their 
consumption of fat had increased but their consumption of sugar was kept in check in 
spite of their diet being influenced by their children’s food preferences.
To a lesser extent, mothers also ‘accommodated’ their children’s request for specific 
food items which they did not agree with, because the mother’s own food choice was 
regarded as a healthier alternative e.g. a child’s preference for ‘white' bread instead of 
‘wholemeal' (Aileen-EWl). Although this may be regarded as a choice widely 
available in most families, it meant having to purchase a specific food item just for the 
child. It would be a more important issue of ‘accommodating’ if mothers baked their 
own bread. However, this specific food item preference did not influence this English 
mother’s own consumption of a healthier alternative.
10.2.4.4 ‘Accommodating’ children’s food preferences as a ‘balance’ of children’s 
and mother’s food preferences.
As the research studies revealed, the notion of ‘balance’ to describe a healthy diet, had 
different meanings for people (Charles and Kerr, 1988; Keane and Willetts, 1996; 
Backett and Davison, 1992; Backett et al., 1994; Caplan, 1997a). Moreover, the 
notion of ‘balance’ in a healthy diet was linked to the notion of ‘moderation’ 
(Macintyre, 1998; Gregory, 2000). Risks to health were also seen as being ‘balanced’ 
against food preferences e.g. ‘the desire for chips or crème eggs’ (Macintyre 
1998:248) (see Chapter 4, section 4.8.2 for a literature review of the concepts of 
‘balance’ and ‘moderation’).
Many mothers indicated striving to achieve ‘balance’ between their own and their 
children’s food preferences. Rather than just located in the health arena or healthy and 
unhealthy but desirable foods, the notion of ‘balance’ here is seen as 
‘accommodating’ children’s food preferences as well as their own.
Q17. What makes you decide what foods to buy and cook?
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OA17/Yin-CM2\ First o f all i t ’s this consciousness o f healthy thing, OK? I  shop, 
right? Secondly, o f course, we have to balance what the kids like, OK? And then what 
Hiked
Balancing women’s personal food preferences and their children’s, meant that Nancv- 
CM2 had to cook a separate meal for herself while her children ate ‘pizza’. Likewise, 
Suki-EM2. in ‘accommodating’ food that required extra preparation effort, stressed 
that ‘Rather than cook something that he [8 year-old son] won’t want to eat. I ’d  quite 
often say, ‘What do you want? ’ For him, because sometimes he’s earlier than we are, 
during the week. He has a school dinner during the day, so really he shouldn ’t need a 
meal at night. But he always wants one. Now and again I  can fob him o ff with 
sandwiches or something but he usually wants a meal as well. H e’s a good eater 
re a lly .'(flh ll)
10.2.4.5 ‘Controlling/Accommodating’
A couple of cases were on the borderline of ‘controlling’ and ‘accommodating’. This 
was particularly evident for mothers who laid great emphasis on the control of 
specific food consumption but would accommodate some of their children’s other 
food preferences. In the case of Trudv-EMS. it was her refusal to buy and cook beef 
for moral reasons. Although, it can be said that this is not uncommon among mothers 
who ‘accommodate’ their children’s food preferences, these mothers’ determined 
attitude in relation to specific types of foods was made very clear.
10.2.4.6 Summary
The notion o f ‘accommodating’ children’s food preferences has various meanings. 
These range fi*om fitting in with the wishes of the children to consume unhealthy food 
preferences (e.g. fats and sugar); incorporating the sense o f‘balance’ between 
mothers’ and children’s food choices that both mothers and children consume; to 
doing extra cooking so that both mothers and children could eat their separate food 
preferences.
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Nevertheless, ‘accommodating’ children’s food preferences had an impact on 
mothers’ diets, particularly on their increased consumption of the more unhealthy 
major food groups e.g. fats and sugar. Although this also affected the children’s 
health to some extent, it was shown in Chapter 9 that children’s health continued to be 
a main priority. However, for Chinese mothers, although there was an increase in 
their fats intake, there was a check on their increased sugar consumption, as many 
Chinese mothers refrained from this in spite of ‘accommodating’ some of their 
children’s preference for high sugar content foods. Invariably it incorporates the 
notion o f ‘seeking balance’ between foods that promote health and pleasurable foods 
likely to damage health.
Whereas English vegetarian mothers were more likely not to compromise on their 
choice of diet by not eating meat, non-vegetarian English and Chinese mothers did 
compromise their food preferences to some extent, and ate their children’s food 
choices. While ‘accommodating’ children’s unhealthy food preferences may be 
detrimental to a mother’s own health, the importance of this type of ‘accommodating’ 
was an element of the process o f‘doing mother’ at the potential expense of the 
mother’s own health, although efforts were made to reduce this. As the data showed, 
all mothers were aware of the need to eat healthily, and more so for those in ill health 
(e.g. Hilarv-CM2: Rosalind-EMS). The implications for these ‘accommodating 
mothers’ were the extra food preparation tasks they had to do to ensure that they ate 
their own food preferences. For these middle class, midlife Chinese and English 
mothers, eating for their own health was important as well as enjoyable.
10.2.5 Subordinating
Mothers ‘subordinating’ their own food preferences to cater to their children’s food 
preferences were at the opposite end o f ‘controlling’ in the behavioural continuum. In 
contrast to mothers who were ‘controlling’ their children’s food preferences, these 
mothers’ food preferences were subservient to their children’s food choices, as they 
were under the control of their children’s demands. Their children’s food preferences 
were more important than their own food preferences, and mothers served the food 
the children liked to eat to both the children and themselves.
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Slightly less than one fifth of the sample of mothers (18%, 6/34) fell into this 
category, with one fifth of the Chinese group (21%, 4/19) and about one-eight of the 
English mothers (13%, 2/15) (Table 10,1).
10.2.5.1 Subordinating mother’s own food choice as a mother’s responsibility
For these six women, it was accepted that being a mother meant having the 
responsibility of putting the needs of the children first, and that would include the 
children’s food choices. The priority for these mothers was to give first preference to 
their children’s requests and demands. The foods mothers ate were governed by what 
the children wanted to eat. It was an assumption that was taken for granted in being a 
mother. This meant subordinating their own personal food preferences.
Maggie-EM2. saw her mother’s role as a ‘good? mother that was extended to serving 
a ‘cooked meal ’ daily. For her it also included forgoing her own favourite types of 
food that her children (and husband) did not like to eat e.g. ‘kippers' and ‘liver', and 
fiying ‘ chips’XfvàX they enjoyed (but frying only once a week because of her concern 
for their health), in spite of her deep concern about her own weight gain.
In the case of widow Yee-CW2. she said that: ‘because o f two teenage boys, I ’ve got 
to have meat and urrfortunately, we don’t eat a lot o f vegetables [...] They just don’t 
like vegetables [...] I  like vegetables [...] I  haven’t tried enough to make an effort to 
eat enough fish. I t ’s simply because my children don’t like them, and that makes it 
difficultjust to have that on the table.' (QA4). ‘ We eat quite a lot o f pasta or noodle 
because the children quite like them' (QAl2). ‘You have to cook whatever they like. 
There is no point to cookjust fo r me.' (QAl 3), This mother enjoyed traditional 
Chinese soups but did not make them often because her sons did not like such soups.
10.2.5.2 ‘Subordinating’ own food choice for children’s high fat and sugar content 
food preference
Mothers’ preferred food choices were subservient to their children’s food preference 
for foods with high fat content and, in the following case, included a dislike for a 
mother’s preferred vegetable as well.
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As Georgina-CM2 said: ‘ The kids like a cooked breahfast [...] I  don’t cook two 
meals' (QA12). [Q17: What makes you decide what to buy?]: [ ...]  A lot o f the time 
it's what the children will eat. They won't eat courgettes, so I  never buy courgettes. ' 
But she liked courgettes: ‘I  do, but because there is no point, sitting down there and 
watch the children just pick bits out that they won 7 eat. [...] So i f  I  know they don’t 
like something, then I  don 7 bother bitying.' Moreover, her children enjoyed 
‘chocolate' -  ‘they eat loads o f chocolates. Definitely. My son is a chocoholic, so 
there is no stopping him anyway. ' (QA4). However, this mother stressed that because 
her children ate ‘a proper evening meaV (QA4), she did not wony what they ate in 
between meals.
One unusual example of a Chinese mother who was influenced by her daughter’s 
preference for high fat and sugar content foods was Ong-CMl. Her daughter enjoyed 
eating cakes and would frequently ask her to bake more cakes. In addition, her 
daughter enjoyed eating ‘crisps ‘sweets ' and chocolate bars that were also 
consumed by this respondent. ‘Sometimes I  go round the place [home] eating sweets 
that she [daughter] doesn't. She's a good shopper hut she doesn 7 eat, and I  end up 
eating [them]. I ’ve got tons o f food. ’ (QAl 2). ‘My daughter tells me what she 
wants. ’ (QAl 6). However, this respondent was aware of the difficulty of losing 
weight as she grew older, particularly as her overweight mother experienced 
difficulties in walking. So Ong-CMI tried to ‘eat less meat and more fru it and more 
vegetable, and less saturatedfat’. (QA2). Needless to say, her daughter’s food 
preference for food with high fat and sugar content that this Chinese mother ate (she 
was baking cakes when I arrived) would have an impact on her own weight and health 
in midlife.
10.2.5.3 Subordinating mothers’ own personal vegetable preferences
The impact of children’s food preferences on their mothers’ food consumption can be 
detected in various ways. Linked to the children’s food preferences for unhealthy 
foods high in fats (including saturated fets of meat) and high in sugars, was their 
dislike for vegetables. Both Chinese and English mothers indicated that they had to 
subordinate their own personal vegetable preferences because of their children’s
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dislike and refusal to eat such vegetables. It could mean, as in the case of Kellv-EML 
who ‘like most mothers, I  put the fam ilyfirst’ (QAl 7), was constrained from eating 
her favourite vegetable ‘asparagus' when she wanted to. Howeva", she did stress that 
‘I  wouldn’t sort o f deprive myself.. So, I ’lljust buy it now and then, and when i t ’s 
cheap, say. I  tend to just buy it i f  i t ’s cheap. I  wouldn’t dream ofgoing in and say, 
paying over the oddsfor it, because I  like it, just for me. ' (QAl 7). As a full time 
working mother approaching 60 and about to retire, she would still forfeit her own 
food preference for her favourite vegetable but would not think of doing this to her 
son, because of her belief that a mother’s responsibility was to put the child’s 
preferences first. She lived with her husband, a retired decorator, their adult son aged 
31 and she also had a dependent mother living with her. Unlike the rest of the middle 
class English sample (bar one other), her husband’s work before retirement was in 
occupational class IV. However, although she would subordinate her own food 
preferences, she would not ‘deprive' herself totally, which places her in the borderline 
category of ‘ accommodating/subordinating’. Among the Chinese ‘ subordinating’ 
mothers, Georgina-CM2 who liked eating ‘courgettes' did not buy them because her 
children would refuse to eat that particular vegetable. The impact on their diet was to 
consume less of the healthy types of food that these English and Chinese mothers 
would otherwise have eaten.
10.2.6 Children's influence on mothers' food consumption
The model of a continuum of mothers’ behaviour in relation to their children’s food 
preferences showed that the majority of these middle class mothers in mid life 
‘accommodated’ their children’s food preferences. This finding is unlike many of the 
earlier poverty studies which focused on working class women’s denial of food for 
themselves (see the literature reviewed in Chapter 5, section 5.4) and were more akin 
to studies that indicated the complex ‘negotiation’ that takes place within families 
(Gregory, 2000). However, when there was a major food preference that was 
different, e.g. between meat and vegetmian preferences among family members, the 
situation would more likely be conflictual, rather than accommodating.
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These middle class mothers in midlife, whilst coping with their children’s food 
preferences, were also aware of their own health and personal tastes that tended to be 
healthier choices than their children’s, and which they would also make a conscious 
effort to consume. Even among mothers who were ‘controlling’ of their children’s 
food preferences, whether from the health, cultural or po’sonal taste perspective, these 
women who were ‘Very Health Conscious’ or ‘Partially Health Conscious’, focused 
on eating foods that were deemed healthy. These included lots of fruit and 
vegetables, and less meat (saturated fat). Nevertheless this study found that ‘doing 
mother’ to resolve children’s different food preferences had a potential impact on 
midlife women’s health in relation to the food they consumed, particularly among 
mothers who ‘subordinated’ their own food preferences.
Family structure, in terms of having children, was more important in influencing what 
mothers ate than their own cultural food preferences, particularly for Chinese 
mothers. For Chinese mothers bom in South-East Asia/Far East, there was a greater 
need to ‘accommodate’ different food choices of children bom in the UK who were 
influenced by the westem food preferences of higher meat (saturated fat) and higher 
sugar consumption. This was more evident for those respondents with English 
husbands, and ‘accommodating’ children’s food preferences was often at the expense 
of Chinese mothers’ own culturally oriental preferred food choice of a lot of 
vegetables. However, some Chinese mothers would offset such an impact by 
cooking their own preferences separately. On the other hand, among the English 
mothers, there were vegetarians who accommodated their children’s food preferences, 
but did not compromise on their own vegetarian diet. Instead, it was a clear 
assumption that they would cook meat separately for their children, thereby having to 
make extra efforts in food purchase and preparation, an issue that also relates to social 
class (as female vegetarian tend to be middle class (Charles and Kerr, 1988)) and time 
availability.
More than half the Chinese mothers who indicated that they ate Chinese food, said it 
was for ^most o f the time \ It was not surprising that more than half of this group had 
Chinese husbands, whereas those that indicated that they ate Chinese food only ^some 
o f the time* had mainly English husbands. Nevertheless, all these mothers who
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indicated that they ate Chinese food, whether it was for ^most o f the time ’ or ""some o f 
the time*, generally cited their children’s food preference for special specific Chinese 
dishes e.g. ^Hainanese chicken rice ’ (Stephanie-CM4). westem type meals e.g. 
^cooked breakfast* (Georsàna-CM2\ fast foods like *‘pizza* (Nancv-CM2\ and 
snacks* like crisps*, ^chocolates’, ‘biscuits’ m à ‘cakes’ (in contrast to the more 
common Chinese type snacks o f ‘nuts*) and ^desserts* Hke ‘trifle* (Mins-CMl^. 
However, the majority of children of Chinese mothers tended not to eat desserts such 
as puddings, but were more likely to eat firuit, yoghurt and ice cream. All Chinese 
mothers indicated that they cooked westem type meals at their children’s request, and 
because some mothers also enjoyed eating this type of meal.
It has to be noted that there were disagreements between mothers and children about 
the food children and mothers consume in their daily diet. Those that did, expressly 
indicated such disagreements referred to their children’s ‘protest* (Yoons-CMIY 
‘disputes in the fam ily’ (QA12) (Aileen-EWl'): to a mother’s firustration (Stephanie- 
CM4, telling her husband, ‘You ’d better make your children eat it’, and they did. * 
(QA19)) and a mother’s anger at her children’s refusal to eat what was cooked 
(Matilda-EM3: ‘Sometimes I  could throw it. ’ (QA19)). The range of disagreements 
was from mhd protestations by children to refusals to eat what their mothers cooked, 
to conflicts at meal times between mothers and their children, particularly if there was 
a difference in a major food preference, such as between a vegetarian and a meat 
preference member in the family e.g. Matilda-EM3. Although this was identified 
mainly in the ‘accommodating’ behaviour of mothers, and only one in the 
‘controlling’ category, it was not found among those whose own diets were 
subservient to their children’s, i.e. ‘subordinating’ category. In spite o f the fact that 
mothers who had disagreements and conflicts about what was eaten, they still mainly 
fitted their children’s food preferences into the diet they and their children ate. They 
were on the whole, more ‘accommodating’ of their children’s food preferences, 
although there were times when these mothers insisted on purchasing and cooking 
food other than what the children liked. Thus they had some influence on the foods 
that they, themselves ate too.
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10.2.6.1 Midlife food preferences: implications of accommodating children’s food 
preferences or subordinating women’s own food preferences
Another dimension to the role of ‘doing mother’ in ‘accommodating’ their children’s 
food preferences or ‘subordinating’ mothers’ own food preferences, was the impact 
particularly on the diet of older women in mid life. The changing interests in food 
with increasing age, and the awareness of consuming a nutritious diet seemed to 
become more important with age. This was highlighted by Rosalind-EMS^ aged 60 
with an adult son living at home. She claimed that ‘I f  I  live on my own, I  would eat 
differently than I  would as part o f afamily, without question. I f  I  lived on my own, I  
would probably not use my oven. I  may use my grill occasionally. I  wouldjust have 
salads and vegetables. [...] As an older woman [...] my interest in food deteriorated 
but it has increased as fa r as the value nutritionally is concerned.* (QA20a). Midlife 
women’s own preferential choice to eat healthier foods was subordinated if they 
catered to the food preferences of their children (and husbands, for that matter) that 
were more likely to be damaging to health.
Nancv-CM2. who was aged between 46 and 50, replied to the question,
Q2Ib. Do you adjust your diet for your health?
QA21b/Nancy-CM2: Yes, because your metabolism is slowing dowm you see. I f  you 
eat three fu ll meals, you tend to feel the food is stuck in you stomach in a wc^ so that 
you recognized that is not [?]. So that’s why my diet, you know, has changed in that 
way... as my metabolism is slowfing] down. She had described her husband as ‘Oh, 
he’s terrible. He eats a lot o f things that he shouldn’t he eating. He likes fried  food  
and all that. Anything fried. I  tend to be more grilled ’ As her husband cooked on 
weekdays, she ‘tend to eat less then, you see. My children also like friedfood, you 
see. Yeah. Perhaps I  tend to eat less, you see, rather than make a fuss about it. ’ 
(QA19)
These mothers were very aware of their own changing food preferences in midlife. 
Even, mothers at the younger end of the midlife age range e.g. Ong-CMI aged 44, had 
expressed her own concerns about her dietary intake, ‘You are more aware o f your 
diet now.* and the detrimental effects of weight gains in midlife: ‘I  think with the
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weight once you grow older, you can *t bum it off. ’ (QA2), and particularly when she 
noticed that her mother ‘is very fa t and she is having, now she is sixty something, 
she's having difficulty moving around because o f her weight. ’(QA2)
The proposed model of the continuum of controlling/accommodating/subordinating 
behaviour among mothers, was used to analyse the notion of ‘doing mother’ to cope 
with children’s different food preferences. The gender role of being a mother and 
‘doing mother’ as a behavioural process was more important than cultural influences, 
as the majority of mothers, both Chinese and English, were ‘accommodating’ of their 
children’s food preferences, but with an underlying concern to promote their 
children’s health by ‘seeking to balance’ health promoting foods with health 
damaging foods that were more likely to be preferred by their children. However, for 
the majority of these middle class midlife Chinese and English mothers, their own 
dietary preferences, which were mainly regarded as healthier food options than their 
children’s, were not overlooked nor denied but curtailed. This meant they had to 
expend greater effort to cook what they wanted to eat. It must be pointed out that 
such behavioural patterns are fluid and fluctuate and take into consideration the wider 
factors that impinge on the complexity of women’s food consumption. The next 
section will examine the importance of ‘family bonding’ in relation to meals and how 
this influences what mothers eat.
10.3 ‘Doing Mother’ for Family Bonding
This section illustrates another dimension of ‘doing mother’ as mothers through their 
organisation and support for the symbolic ritual of eating together as a family, 
establish and reinforce family bonds.
10.3.1 Family bonding
First and foremost, one has to be clear about the notion o f ‘family’. In this study, it 
applies to all members of the family including children who no longer live at home 
with the respondents. The notion of the ‘family’ also included members of the 
extended family whom respondents referred to (e.g. Gemma ’s-EM3 father-in-law; 
Kelly ’s-EMl mother). Where respondents were divorced (e.g. Anna-CDI). separated
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(e.g. Trisha-ESp2: Pollv-ESpD or widowed (Yee-CW2: Leslev-CWl: Angela-EWSX 
the families excluded husbands, although new partners became part of the family 
context (e.g. Aileen-EWJ). On the other hand, there were certain family contexts, 
where only part of the family e.g. mother and child/children, who participated in 
sharing a meal, were highlighted particularly because of their husbands’ work 
commitments away from home (e.g. Gma-CM2: Ming^CMl: Yoons-CMl: Suki-EM2: 
Josephine-EM4). Nevertheless, in general, the notion of the ‘family’, in relation to 
‘family bonding’ meals, meant the women’s immediate family of husband/partner and 
children, unless otherwise stated.
In this section, ‘family bonding’ relates directly to food consumption (as there were 
other areas of family bonding activities such as various sporting activities mentioned 
by a number of women). A bond is defined as a ‘force or feeling that unites people’, 
and to bond is ‘to establish a relationship based on shared feelings or experiences’
(The Concise Oxford Dictionary, 1999:157). In the context of this section, it is the 
experience of sharing a meal together. Alternative words include terms such as 
‘affiliation’, ‘affinity’, and ‘attachment’ and ‘to bond’ means to ‘connect’ or to ‘unite’ 
(Chambers Paperback Thesaurus, 1992:68). The notion o f ‘family bonding’ thus 
carries the implication of reinforcing family relationships in order to bring about a 
more cohesive unity of individual family members as a single group.
The notion o f ‘the family’ has also been suggested as a process, i.e. as ‘family 
practice’ (Morgan, 1996) and also as ‘family relationships’ (Gregory, 2000), which 
were regarded as more appropriate than the idea of the family as a separate unit. One 
way of bonding such relationships is for the family to eat together, with the focus on 
the participation in the family meal as part of the process of ‘family practice’. 
Brannen et al. (1994) found that middle class households were most likely to 
participate in family meals. They noted that for children with parents bom outside the 
UK, ‘the family meal is typically a social occasion and the idea of eating together is 
taken for granted’ (Brannen et al., 1994:146, citing the case of a Chinese teenager).
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10.3.2 Family bonding meals
Research studies have shown that eating together as a whole family has been upheld 
as a tradition and a ritual with tremendous significance. ‘Sharing food is held to 
signify “togetherness”’ (Mennell et al., 1992:115). Such a family-bonding meal has 
also been described as a ‘proper’ meal that can be eaten every day or just at the 
weekend, e.g. the Sunday roast. While daily meals are family bonding, the 
imphcation of the Sunday roast that is participated in by aU the members of the 
immediate (or extended) family ‘holds symbolic significance of family life’ (Charles 
and Kerr, 1988:227). In the UK, the Sunday roast is a family bonding meal that 
expresses the unity of the family group. It symbolizes the continuation of family Hfe, 
and is practised as a ritual process and experienced within the family social context.
The importance of this social context of food consumption had been assimilated and 
put into practice by the majority of mothers in this study, who have the main task for 
the provision of the food their families consume. The choice of food that people 
consume is recognized as not being based on an individual decision, but on a 
complicated process of negotiations within the family (Henson et al., 1998). 
Nevertheless, mothers have taken on the responsibility as part of the process o f ‘doing 
mother’ to see to the provision of the food for such family bonding meals.
With many working parents and children at school or at work (as in the case of adult 
children still Hving at home), and their involvement in different activities outside 
school and work, for most of the day family members were caught up in their own 
individual pursuits. Hence, mothers regarded getting together as a family as essential 
and for most mothers the importance of eating together daily as a family was stressed, 
although there is only limited data about the actual frequency of family bonding meals 
(Table 10.2).
OPJISarah-CMl : Dinnertime is actually very important because it gets us together to 
eat.
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OA l2lHeather-CM2 : So, I ’d  say, we always sit down and have a cooked meal 
together. [...] For weekends,[...] and again, we would have a sit down meal together 
in the evening.
OAl 2IYoong-CMl \ [...] But when I  was younger, I  used to cook English breakfast 
because I  was very conscious, Monday to Friday you know, you don’t have the chance 
to sit down, talking about socialfamily life isn’t it? At the weekend, i f  I  could. I ’d  like 
to have an English breakfast you know.
However, eating together as a family was also regarded as important for Linda-EM2. 
a full time housewife:
OA&ILinda-EMS: [...] The kids have given us a routine. The more you think about 
what you have to do, the more important the routine becomes, and I  think to some 
extent, drudgery is very good for you. I  know that i t ’s not popular to have a sort o f 
disciplinary routine and a pattern, and a flow o f the day is actually a very good thing 
to do. So, like in terms o f meals, having three meals a day and the children, we all try 
to eat an evening meal, and all that.
For others, this getting together as a family for a meal, was the continuance of a ritual 
which had been passed down from their mothers and was now regarded as part of 
their responsibility as mothers:
DH: And you said, 'restricting yourself to three meals', why restrict yourself to three 
meals?
QA2/Sandie^EM2: Um, I  suppose really, its what I  was brought up, the regime I  was 
brought up with. My mother always, we always had breakfast, and we always had a 
cooked meal at lunchtime, and then at tea in the evening. Um, I  suppose that, that is 
the reason, why I  always think three meals a day. Um, when the children were 
teenagers, we, um, changed the mid-day meal to a light snack, and had a main meal 
in the evening.
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For others, this family ritual was practised as part of everyday life but it was not 
articulated as a tradition that was handed down nor referred to as associated with 
family bonding as such.
Although family bonding meals imply the whole family, when this was no longer 
tenable, the specific ‘family bonding’ ritual meal may cease. In the case of Yee-CW2, 
a mother of two teenaged sons, the family tradition of the Sunday roast did not 
continue after her English husband’s death. However, by catering to her sons’ 
preference for ‘steaks*, the family bonding meal of mother and sons continued as a 
reconstructed family unit albeit no longer with the ritualistic Sunday roast.
In addition to the continuance of a traditional ritual, eating together was important 
because of the social context. Examples were given by mothers who enjoyed eating 
because of the social context rather than the enjoyment of the consumption of food. 
Although they enjoyed certain food preferences such as ‘a cooked breakfast’, they 
would not eat such meals by themselves without their families or without their 
husbands (e.g. Yoong-CMI: Gemma-EM3).
10.3.3 Types o f fondly bonding meals
Chinese and English mothers highlighted several categories of family bonding type 
meals (Table 10.2), with some indicating more than one type of family bonding meal:
a. weekday evening meal
b. weekend meals e.g. ‘cooked breakfast’
c. special favourite dishes or meals e.g. ‘fi'ied noodles’; ‘fish and chips’
d. Sunday roast / a ‘proper’ meal
e. family meals eaten out (particularly for Chinese families), e.g. in restaurants.
Almost half the Chinese mothers articulated that they went out to eat at the weekend 
(48%; 10/21), compared to half the English mothers who served the Sunday Roast 
(55%, 12/22) as the ritualistic symbolic family bonding meal. However, Chinese 
mothers indicated more other types of family bonding meals, such as at the weekend 
and special meals that were served at home.
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Table 10.2 Percentage o f  m others reporting different types o f  Fam ily B onding
Meals
Chinese English All
Weekday family evening 5/21 (24%) 4/22 (18%) 9/43 (21%)
meals/proper meal
Weekend meals 7/21 (33%) 2/22 (9%) 9/43 (21%)
Special meals 6/21 (29%) 2/22 (9%) 6/43 (14%)
Sunday roast/proper meal 3/21 (14%) 12/22 (55%) 15/43 (35%)
Weekend family meals out 10/21 (48%) 0/22 (0%) 10/43 (23%)
Total indicating family bonding 16 (76%) 14 (64%) 30 (70%)
meals
*Total with no indication of family 5 (24%) 8 (36%) 13 (30%)
bonding meats
Total with and without indication of 21 (100%) 22 (100%) 43 (100%)
family bonding meals
*Most are mothers with children who lived far away.
NB. Some mothers indicated more than one type of family bonding meal.
Many mothers also made reference to the family eating a ‘proper meal’. These 
tended to refer to cooked meals such as the ‘main m eal... in the evening* (QA2) 
(Massie-EMI) and particularly to the weekend ‘Sunday roast The notion of ‘proper 
meals’ was found to compose of ‘meat, potatoes and vegetables, with superior 
variants on Sundays and at Christmas’ (Mennell et a!., 1992:106-107). However, 
there were other characteristics that were used by the respondents to describe these 
meals, such as ‘sit down’, ‘fullm eal’, and ‘everybody*. Nevertheless, there were 
other differences too. A few Chinese women used the term ‘aproper meal* to refer to 
specific dishes e.g. ‘fried noodles ’ (Nancv-CM2) and ‘fîsh and chips ’, ‘quantity- 
related’, ‘some kind o f roast ’ {Ons-CMl\ whilst the English and some Chinese 
women with English husbands (e.g. Geormna-CM2: Gina-CM2) tended to focus on 
the ‘roast meal’. For these middle class English and Chinese women in midlife, their 
notions of a ‘proper meal’ referred predominantly to family bonding meals (although 
the components of the meal may differ for some Chinese women). Nevertheless, the 
notion of a ‘proper meal’ has the same implications o f ‘the close and happy family 
unit’ that Lupton (2000:106) identified (as reviewed in Chapter 4, section 4.8.1).
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Families who stressed the value of eating together as a family mentioned a variety of 
such meals ranging from the daily evening meal to the weekend special meals. 
However, the pattern that emerged among many respondents was the daily evening 
meal and specific weekend meals when special dishes or meals were consumed 
primarily as family meals. For some, these centred on the meals eaten out and for 
others, the ‘Sunday roast’ served at home. The close similarity was that both Chinese 
(24%) and English (18%) mothers mentioned the daily evening meal (Table 10.2). 
Mothers who did not discuss family meals were predominantly mothers of children 
who no longer lived at home and were living far away.
Among the ten Chinese mothers with English husbands, half (5/10) mentioned the 
Sunday roast/joint, of whom only two served this meal, in contrast to the rest (3/10) 
who specifically pointed out that they no longer ate it. The reasons given were varied
e.g. from the husband’s childhood background that influenced his attitude not to eat 
such family meals (Hilarv-CM2\ to the joint decision of health considerations to eat 
less meat (Isohel-CMS). Having served the Sunday roast/joint as a family bonding 
meal reflected the possibility of an aspect of acculturation. The other half of Chinese 
mothers (5/10) with English husbands gave no indication at all about the Sunday 
Roast/joint consumption, although family meals of various types (e.g. special dishes) 
were discussed.
10.3.4 Impact on mothers* food consumption and preparation
The impact of the family bonding meal on the mothers’ diet could be detrimental for 
their health particularly if the preferred foods that were cooked to ensure the ritualistic 
and symbolic family meals were seen as pleasurable, but damaging to health in terms 
of the high content of saturated fats and sugar. Even so, some attempts were made to 
reduce such effects by serving lots of vegetables e.g. Linda-EM2\ ‘[ ...] at the 
weekend, on Sunday, we have a fu ll Sunday dinner. We have roast beef and Yorkshire 
pudding, [?] potatoes, and about four vegetables then. I  take great pride in doing lots 
o f vegetables for Sunday lunch. ' (QA12); by not serving beef with its high saturated 
fat (Tmdv-EM2\ or by not including high fat and sugar desserts (Maggie-EM2).
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Fifty-five per cent of the English mothers (Table 10.2) indicated the consumption of 
the traditional and ritualistic ‘Sunday roast’, followed by a dessert as the generally 
preferred foods served. However, some of these middle class midlife mothers offset 
the consumption of these foods by cooking more vegetables (Linda-EMD, For the 
Chinese, greater emphasis was placed on eating out as a family at the weekends, 
which was articulated by half of the mothers, who also mentioned eating a Dim Sum 
meal (which consists of a variety of mixed meat dishes of steamed pork, chicken or 
seafood served in small bamboo baskets, and which was also referred to as a Chinese 
meal by the British Nutritional Foundation, 2000b). The impact of potentially 
unhealthy but enjoyable foods eaten outside the home by Chinese families was offset 
by the healthy meals eaten at home, with the emphasis on lots of vegetables, small 
amounts of meat, and generally fi*esh finit as dessert, particularly for the evening 
family dinner.
These special weekend family meals that ‘accommodated’ both Chinese and English 
children’s food preferences were less health supporting than the meals eaten during 
the week. For the mothers who ‘subordinated’ their own food preferences during the 
week to cater to their children’s food preferences that were more likely to be health 
damaging, meals eaten as family bonding meals at the weekends added to the 
detrimental impact on these mothers’ diet. For English families (with children living 
at home) who were vegetarians, the impact on the mothers’ diet was no different in 
terms of family bonding meals (e.g. Aileen-EWl: Trisha-ESp2). However, in the case 
of a vegetarian family (parents and daughter), the visiting son’s meat preferences 
were ‘accommodated’ by the mother cooking a separate meat dish for him wheii he 
visited at the weekends (Matilda-EMS\ and for a vegetarian mother in a non­
vegetarian family, it meant cooking separately for herself (Josephine-EM4). The 
importance of the family bonding meal meant additional food preparation tasks for 
these women.
10.3.5 Doing mother and the significance o f  family bonding meals
‘Doing mother’ for family bonding by Chinese and English mothers in the provision 
of family meals at home, signified the importance of family relationships. For some
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mothers, the evening meal was the time when the social event of the coming together 
of the whole family took place. For many working mothers, family bonding meals 
took place at the weekend, when there was more time to prepare a special meal that 
accommodated the children’s food preferences. The ‘proper meal’ of the Sunday 
roast, was the embodiment of the family (Lupton, 2000:106; Charles and Kerr, 1988; 
Murcott, 1982) for English mothers and some Chinese mothers married to English 
men. For Chinese families, the coming together of the family at the weekend for a 
special meal was extended to eating out as a family. Although it did not entail the 
mother being involved in the food preparation, it impacted on her diet as the 
children’s food preferences were accommodated. The symbolic significance of the 
family meal at the weekend overshadowed the importance of ensuring the children ate 
healthy foods, as the crucial point was the bonding of family relationships. Whereas 
the tendency was for healthier eating during the week, including in support of their 
vegetarian daughters (Chapter 9), the culmination at the weekend was to 
‘accommodate’ their children’s food preferences (see previous section 10.2.4), 
particularly meat preferences of children (section 10.2.4.1).
Mothers continually juggled with the daily dilemma of what to feed their children. A 
major responsibility of being a mother was to promote their children’s health. They 
undertook this process to ensure that their children ate foods that would be beneficial 
to their children’s health by supporting the consumption of healthy food groups, 
particularly ‘fi-uit and vegetables’ even if it was at the expense of their own personal 
taste preferences. On the other hand, mothers were aware (and often made aware by 
the children themselves) of their children’s food preferences, which tended to be high 
in fats and sugar. In order to cope with those demands, mothers resorted mainly to 
‘accommodating’ such preferences willingly, albeit as a balancing act of ensuring that 
their children consumed foods that promoted health too. The notion of ‘ seeking 
balance’ between foods that are health promoting and ‘accommodating’ the children’s 
food preferences that are more likely to be damaging is part of the process o f ‘doing 
mother’. However, in support of their vegetarian daughters who live with them, non­
vegetarian English mothers ‘accommodated’ their daughters’ choices during the 
week. The culmination of the week with the ritualistic and symbolic Sunday roast
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with more choices of vegetables, desserts and fruit, meant that mothers undertook 
more food preparation tasks to ensure the continuity of family life.
10.3.6 Summary
The weekend ritual of food consumption with the whole family coming together to 
enjoy a meal was highly significant for most mothers. At the weekends, Chinese 
mothers ate out with the family (48%), or ate family bonding meals at home, whilst 
the majority of English mothers prepared the Sunday roast as the ritualistic symbolic 
family bonding meal (55%)(Table 10.2).
The notion o f ‘ seeking balance’ once again comes to the fore (as in Chapter 8, section
8.4 and Chapter 9, section 9.5), as mothers, in the process of being the architects of 
family bonding, juggle with the diet to ensure that their families eat both health 
promoting and pleasurable foods. However, with changing food tastes, i.e. with the 
increase in vegetarianism, the Sunday meat roast may be replaced as adult children 
lose interest in the traditional meat joint (Josephine-EM4). Family meals may change 
in kind as more frequent family meals are eaten out (particularly for English families) 
(e.g. pub and restaurant meals or fast foods). Nevertheless ‘doing mother for family 
bonding’ continues, although the family meal itself may change.
10.4 Summary
This chapter has shown that in the process of ‘doing mother’, mothers predominantly 
‘accommodated’ children’s different food preferences in spite of their own cultural 
and midlife food preferences. Although the majority of these middle class mothers in 
midlife did not totdly deny their own dietary preferences, ‘doing mother’ meant 
additional food preparation to ensure their own food preferences were met.
Mothers’ food consumption was influenced by their children’s food preferences, as 
‘doing mother’ also meant juggling the family diet to seek a balance encompassing 
both health promoting and pleasurable foods that were more likely to be damaging to 
health. As the symbolic and ritualistic family bonding meal is highly significant for 
mothers, what mothers would like to consume (e.g. women’s own favourite foods)
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becomes less important than what the meal represents. It is not so much what is 
consumed or the location, but the representation of the meal i.e. the continuation of 
the family, irrespective of whether the meal is eaten at home or eaten out. In essence 
it is the family practice (irrespective of Chinese or English cultural influences) that is 
reinforced through ‘doing mother’ for family bonding in order to promote family life 
and well-being.
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Chapter 11 
Work-Related Stress, Diet and Women’s Living Arrangements
11.1 Introduction
This chapter focuses on women in employment and the recently unemployed. It 
examines the impact of employment and work-related stress on midlife women’s 
daily diet. The sections in this chapter highhght employment and diet and how the 
impact of work has different effects on the daily evening meal for women hving in 
different household types. The emphasis is also on the concept of ‘work-related 
stress’ as identified by the women in this study. The chapter concludes by examining 
to what extent the food consumed is hnked to work-related stress among certain 
groups of women.
In this chapter, the impact of work and work-related stress on the daüy diet of women 
in paid employment who hved alone, or who hved with other household/family 
members, is examined. The views of respondents who were no longer employed at 
the time of the interview, but who indicated the impact of their previous employment 
on their food consumption, are also examined. The aim is to identify factors that 
account for any differentiation of food consumption connected to work-related stress, 
among the different groups of women i.e. (1) single women living alone, (2) 
sharers/carer, (3) partnered women Hving with their male partners only and (4) 
mothers who are involved in catering for their children’s food consumption.
11.2 Work and Diet
Being able to work was seen as an attribute of being healthy noted by many 
respondents; yet paradoxicaUy, work may also be detrimental to health, particularly in 
relation to its impact on women’s food consumption. This was more significant for 
mothers working full time who indicated the need to juggle the various gender roles 
as mother, wife and for some, also as daughters (e.g. Kellv-EMl) or daughters-in-law 
(e.g. Hilarv-CM2). The busy and rushed lifestyle of full time working mothers, 
particularly with young children under the age of 12 (e.g. Jessie-CM2\ was an
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important issue. In examining the food consumption of women, one major difference 
between women living alone compared with partnered women and mothers, was the 
solo women’s responsibility only for their own health and food preferences. Not 
having the responsibility to consider the needs and preferences of partners and 
children on a daily basis, these women catered primarily for themselves.
A major theme that encroached on the health of women in midlife who were in 
employment, was the impact of employment on their daily food consumption. Even 
women who were no longer employed e.g. Connie-CSO who took early retirement two 
years’ ago because of cancer, indicated what she would usually eat when she was 
employed; ‘Lunch, umm, not used to having lunch, because when at work it's always 
sandwich.’ iflPAl)
Working wives and mothers shared the same impact of paid employment on their mid­
day food as single women. However, the meals that wives/mothers have with their 
families have a greater impact on their food consumption, mainly because in the 
process of ‘doing wife’ and ‘doing mother’ through which they catered to the 
requirements of others. This was more evident for those who ‘subordinated’ their 
own food preferences in favour of their children’s preferred food choices (see Chapter 
10, section 10.2.5). Where there were similarities between working wives/mothers 
and solo women and the impact of work on their food consumption, this mainly 
related to food consumed during the course of their working day, on the work 
premises, and with colleagues. However, the major difference in food consumption 
was generally in the evenings, after working hours, in terms of what they ate at home.
For the majority of wives and mothers, this meant eating with their families in the 
evenings. The major responsibility to promote the health of their partners and 
children in relation to food consumption, resulted in the daily provision of foods for 
the evening meal that were considered healthy, rather than the family’s food 
preferences that were less healthy in terms of fat, sugars and fewer nutrients (see 
Chapter 10, section 10.2.4.3). These less healthy food preferences were also 
consumed at weekends, in ready-prepared foods and in food eaten outside the home 
(see Chapter 8, section 8.3.1). For single women, food consumption in the evenings
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and at home predominantly meant eating alone. For some it could mean eating in the 
office, e.g. at their desk in the evening (Ida-CSO).
Q9. Are there aspects in your life now that have bad effects on your health? 
QA9/Ida-CS0: Well, bad effects, I  think is this job that I've been working on. I've put 
on twenty pounds at least because I've been so busy at work that I  eat at the desk. I  
never have the chance to come home to cook. I  eat at the office. I  just grab anything 
just to feed myself and carry on working. That has affected my health, yes.
For many single women returning home to eat on their own was illustrated by Leslev- 
CWl.
QA8/Lesley-CWl: [...] I t’s very tiring, especially when I ’m on my own. I ’m tired and 
I  don’t want to cook, and also eating on my own, I  just eat almost anything that I  can 
find in my ‘fridge. And also at night, it’s usually quick meals andfrozen meals that I  
can put in the microwave, like Marks and Spencer foods and I ’m sure that’s not as 
good as fresh.
DH: Why not ?
Lesley-CWl: Well fresh food has got all the vitamins and minerals in them, whereas 
frozen is [has] not.
The tendency was to eat in the evening what they considered as less healthy food. It 
was the immediate satiation of food consumption rather than any thoughts about the 
health content. Moreover, there were no social constraints on what was consumed, 
and this invisibility of their eating experience meant they could eat what was 
convenient and pleasurable and not what they knew they should to maintain good 
health. Mothers and partnered women on the other hand, focused on the food 
consumption of the family and the health promoting diets, stressing the need for fresh 
vegetable consumption in the evenings (e.g. Nancv-CM2: Cvnthia-EM2\ and by so 
doing, consumed healthier foods.
In the case of Nancv-CM2. whose husband cooked during the week, the need for fresh 
vegetable consumption for the evening meals was emphasised:
Q16. Who decides what will be eaten each day?
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QA16/Nancy-CM2: Weekdays definitely he decides because he does the cooking. But 
I  have to insist to have a bowl o f vegetables. Terrible. 1 have to keep on educating 
him about that or he will get away without vegetables[s] or sometimes he cooks two 
dishes and they are meat. I  say, ‘What is this? ’ you know. ‘I t ’s too much already’ i f  I  
try to cook a vegetable [dish]. [This response was also cited in Chapter 8, section 
8.2.4.]
Even sharers who did not hve alone were socially constrained to eat more healthy 
foods by those with whom they shared a household e.g. Mai-CSO who was urged to 
consume more fresh fruit.
QA12/Mai-CS0: [...] My flatmate has to ask me to take it. She has to nag me. 'Have 
your fruit, it’s goodfor you ’. So I ’ll have it.
11.3 Work-related Stress
‘Stress is often associated with work-related factors and has been shown to be a major 
contributor to both physical and mental ill health.’ (ONS, 1999:123). It has also 
been reported in the media that ‘Stress becomes the No. 1 complaint of British 
workers’ (Observer, 31 October 2004). A study by Steptoe et al. (1998:37), claimed 
that
This study therefore revealed general increases in food intake and in 
the amount of fat and sugars consumed under conditions of high 
work-related stress. People ate more during periods of high work- 
related stress, and the food they ate was especially rich in fat and 
sugar. The change in dietary saturated fat is particularly striking in 
view of its role in risk for coronary heart disease.
Work-related stress is thus linked to health and diet. The notion o f ‘stress’ has 
been widely used in everyday life. It denotes ‘a state of mental, emotional, or 
other strain’ (The Concise Oxford Dictionary, 1999:1419). It is also associated 
with terms such as ‘anxiety, pressure, strain, tension, trauma, urgency, and
229
worry’ (Chambers Paperback Thesaurus, 1992:603). It is a term that is often 
associated with paid employment i.e. work-related stress.
Research by the Health and Safety Executive shows that work-related 
stress is the second biggest cause of occupational ill health. The 
complaint is said to cost between £3.7bn and £3.8bn a year. About 
half a million people are made ill and up to five million feel stressed 
at work. (Guardian, 7 Nov. 2002)
These women by and large accepted that employment can be stressful. Among the 
single women, it was Wilma-CSO who commented: ‘I  mean everybody gets stress. ’ 
(QAIO); and Mai-CSO: ‘Any work has stresses. ’ (QA8).
Mothers, likewise noted that:
OA8/Matilda-EM3: [...] I  mean, it is a stressful job at times, but it’s challenging and 
rewarding, but I  do enjoy it.
0A8/Aileen-EWl : Well, a lot o f the same influences have positive and negative 
effects. You know, relational things, work; sometimes there are periods that are very 
busy and more stressful, but overall, I  know, i f  I  am in a job I  like doing, I  know that 
that is beneficial to my health overall.
as well as partnered women:
OA9/Pens-CMO: Well, it’s up and down. Days when you are very stressed, days 
when it is not so bad.
However, the issue was when work-related stress became a major concern in a 
woman’s life.
There were various aspects of paid employment that were seen as responsible for 
work-related stress. While some described the work as ‘stress’ explicitly, others 
talked of the pressures of work, but all alluded to work-related stress in some form or
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another that affected them to a great extent. The major factors that most of the 
respondents indicated ranged from their perception of:
a. Long hours, often heavily pressured, with a heavy workload that caused 
tiredness and exhaustion.
b. Relationships at work with management and/or colleagues that were regarded 
as very stressful.
c. The nature of work and the immense responsibility of their employment 
position that caused anxiety.
White there were other aspects of their employment that caused them stress, such as 
travel to work, lack of resources and problems with the system at work, the number of 
respondents reporting these aspects was low. Moreover, those that reported specific 
episodes of stress-related work, viewed such situations as limited for short term 
periods only and therefore having a less adverse long-tenn effect.
1L3,1 Summary o f the perceptions o f work-related stress
Table 11.1 to Table II.3 sum up the (56) employed and recently employed women’s 
perceptions of work-related stress. Although there were six Chinese and three 
English women who were not employed at the time of the interview (Appendix F), 
three Chinese women had only stopped working recently. Among those who were not 
employed, there were two Chinese and two English housewives, one retired Chinese 
woman and an English student.
Table IL l Percentage reporting long hours, pressured and heavy workload
leading to exhaustion and tiredness
Chinese English All
Single Women 4/6 (67%) 3/4 (75%) 7/10 (70%)
Sharers 1/3 (33%) 0/1 (0%) 1/4 (25%)
Partnered Women 2/9 (22%) 3/7 (43%) 5/16 (31%)
Mothers 8/15 (53%) 7/11 (67%) 15/26 (58%)
All 15/33 (45%) 13/23 (57%) 28/56 (50%)
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The long hours, pressured and heavy workload leading to exhaustion and tiredness 
was reported by 70% of single women versus 58% of mothers and 31% of partnered 
women. About half of both Chinese (45%) and English (57%) women also indicated 
such work-related stress (Table 11.1).
Interestingly, only Chinese women perceived stressful relationships at work (36%), 
but the highest percentage was among the single women (67%). On the other hand, it 
was not a major concern among any of the English women (0%)(Table 11.2). Racism 
may be a possible cause (see Chapter 2, section 2.4.6) although most of the women
did not explicitly report this.
Table 11,2 Percentage reporting work relationships that were deemed highly 
stressful
Chinese______ English________ All^
Single Women 4/6 (67%) 0/4 (0%) 4/10 (40%)
Sharers 1/3 (33%) 0/1 (0%) 1/4 (25%)
Partnered Women 4/9 (44%) 0/7 (0%) 4/16 (25%)
Mothers 3/15 (20%) 0/11 (0%) 3/26 (12%)
All 12/33 (36%) 0/23 (0%) (21%)
Once again, the stress perceived by Chinese women in terms of the nature and 
responsibility of their employment position was a higher concern (30%) across all 
household groups than English women (9%), except sharers (of whom there was only 
one English woman)(Table 11.3).
Table 11,3 Nature of work and Immense responsibility of employment position 
causing anxiety
__________________________________ Chinese_______ English________ All
Single Women 1/6 (17%) 0/4 (0%) 1/10 (10%)
Sharers 2/3 (67%) 1/1 (100%) 3/4 (75%)
Partnered Women 2/9 (22%) 0/7 (0%) 2/16 (13%)
Mothers 5/15 (33%) 1/11 (9%) 6/26 (23%)
All 10/33 (30%) 2/23 (9%) 12/56 (21%)
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11.4 Im p act o f  W ork-related Stress on D aily  D iet
The impact of work and work-related stress resulted in a number of outcomes 
influencing the food women consumed. The long hours of work noted by many 
respondents had a number of outcomes that were often interlinked.
11.4.1 Lack of time and late meals
For single women, lack of time was perceived to be a major result of work-related 
stress in terms of working longer hours in the evenings. They did not get home 
sufficiently early to prepare an evening meal as indicated by Ida-CSO (and quoted in 
section 11.2), who ate what was readily available in the office. Another outcome of 
working long hours was the perceived need to eat large amounts to satisfy hunger 
immediately on returning home from work, as in the case of Pollv-ESpL
QA7/Polly-ESpl : My problem is probably a sweet tooth and too much starch, too 
many calories. I  do eat too much bread. S o l  try to do all these healthy things but it’s 
always, you know, after a day at work. I ’ll be hun2rv. Have some bread or something 
to... which isn’t sood. I  should just so straight into the meal or have a fruit when I  
set in.
Sometimes, particularly when the workload infringed on their lunchtime, there was a 
need to compensate for not eating while at work.
OAS/Constance-CSO: [...] I  consciously know that because during the day I  don’t 
eat. When I ’m at work, I  don’t eat very much and then when I  get home. I ’m so 
hungry that I  eat, yeah, I  eat a lot, and I  just get anything, anything that is quite easy 
to prepare and er, yeah.
This aspect of working late was more common among single women with no 
responsibility for children’s meals. They did not need to return home earlier in the 
evenings to cook for dependent children as mothers do.
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For mothers and partnered women, the lack of time did not result in grabbing any 
food close at hand, but in the preparation of quick meals for the partner and/or 
children using fresh ingredients. They would generally resort to the method of 
cooking that would enable them to prepare such meals quickly. The use of stir-fry 
methods was cited not only by Chinese mothers who used this as a matter of course 
because of their upbringing, but also by English mothers. Trudv-EM3 indicated the 
use of the wok to cook the evening family meal. Others resorted to ‘grilling* for 
quick healthy meals; for example, Susan-CM2 mentioned the use of simple but 
healthy cooking methods that she and her husband used. Although recently 
unemployed, it was a method of cooking that she had frequently used. The 
implication was that for wives and mothers, the responsibility for their family’s health 
(see Chapter 8, section 8.2.1; Chapter 9, section 9.2), indirectly meant that they too 
ate well in the evening.
Moreover, a number of mothers mentioned that they took work home (Gina-CM2: 
Mins-CMl: Trisha-ESv2') rather than working late at the office, and eating foods that 
were damaging to health. For partnered women (e.g. Sallv-CMO) and mothers, it was 
not a case of having a lower workload than single women, nor not having to work 
beyond the standard working day, but a case of feeling the responsibility to go home 
to cook meals for their families, and then if necessary to carry on working later in the 
evening at home. Even for those that returned home late, they usually arranged that 
their husbands prepared a meal for the whole family with fresh ingredients, 
particularly, fresh vegetables, which was stressed (e.g. Cvnthia-EM2: Nancv-CM2).
11.4.2 Tiredness and exhaustion and Take Away meals
Tiredness and exhaustion were often linked with having to work long hours, under 
pressure and with a heavy workload. Returning home from such work feeling tired 
and exhausted meant that respondents had less energy and were less willing to spend 
time preparing food. The majority of single women resorted to ready prepared 
convenience foods or Take Aways, rather than preparing a meal with fresh 
ingredients. They ate such meals even though they were aware of the high fat content 
of such foods with the additional additives that many regarded as unhealthy, and
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foods that was less nutritious because they were often frozen. For instance, single 
woman, Pauline-CSO reflected most of the single women’s response to food 
consumption when tired or exhausted:
QA12/ Pauline-CSO: [...]. sometimes, i fI  come home late. I ’ll feel tired, and I ’d  go 
and get a Take Away round the corner.
On the other hand, mothers with children living at home, did not resort to Take 
Aways, even when they returned home tired on a weekday. The majority felt that it 
was their responsibility to cook a healthy meal for their children, and would generally 
only have Take Aways, Fast Foods or eat out at the weekends to cater to their 
children’s food preferences which they considered unhealthy because of the higher fat 
and additive content of such foods. Some English mothers specifically articulated 
that it was their responsibility as mothers to cook for their children (e.g. Laura-EM2: 
Veronica-EM3: Ma2sie-EM2: Kelly—EM 1\ and prepare cooked meals daily (e.g. 
Gemma-EM3: Massie-EM2) (see Chapter 9, section 9.2). They were brought up with 
the belief that it was the mother’s responsibility to cook (and ‘cook from scratch ’- 
OA20/Laura-EM2) with fresh ingredients.
Mothers emphasised being rushed and exhausted as they carried on with a daily 
routine of going to work, cooking and tending to their children’s needs. This was 
especially the case for full time working mothers with young children who were 
looked after by childminders, and these mothers experienced the endless rushing 
around which left them exhausted:
Jessie-CM2: ‘[...] just got no time, [...] rush here, rush there [...] I ’m so exhausted. ’ 
[Additional information after interview]
OA3fHeather-CM2: And our life, was actually, just kind o f getting up, organizing our 
daughter, rushing her off to childminder, rushing to work, rushing back to collect her, 
rushing home. Have some food, sort her out, and collapsed into bed, and the whole 
thing goes again. And it was awful. [She is now working part time].
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Although mothers were often tired and exhausted after work each day, no mention 
was made about the impact of buying Take Aways, but instead, most of them 
indicated cooking the evening meals. It has to be pointed out that the culture of eating 
out and buying ready made convenience foods and Take Aways has only grown in 
prominence in the last decade or so with supermarket ready made meals. Fast Foods 
chains and ethnic Take Aways in England (apart from Fish and Chips). This 
increased consumption of convenience foods was also noted.
O AllVeronica-EM3: [...] my youngest daughter has a husband, the others have 
partners, and um„ they very often have Take-Aways for convenience. But Ifeel I  
wasn’t brought up in that convenience food time really.
However, the culture of eating out has been part of the established norm among the 
Chinese women bom overseas. Family meals eaten at the weekends outside the home 
are part of the lifestyle of Chinese families particularly in Hong Kong, Malaysia and 
Singapore. (Hence Chinese restaurants in those countries, and even in the UK, have 
high-chairs for young children.) Nevertheless Chinese mothers tend to cook the daily 
weekday evening meal.
Partnered women (without children) on the other hand, were more likely than mothers 
to buy Take Aways as a result of work-related stress (e.g Hons-CM2: Sheila-EMO). 
However, women that were less likely to do so had partners who had health problems 
that required a more restricted diet (e.g. Sandie-EM2: Patricia-EM2). The social 
constraints had an impact on what these women consumed, limited by the dietary 
requirements of their partners that meant they also benefited from eating more health 
promoting foods while having the responsibility as a wife. However, it was noted that 
when work-related stress was not an issue impacting on their daily diets, partnered 
Chinese women (without children) married to English men, were more likely to cater 
individually for themselves (e.g. Lue-CMO: Hon2-CMP. Lin-CMO\ than women 
living with children. Unlike single women though, they would not be eating alone, 
but with their partners.
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11.4.3 Work-related stress and increased consumption
Stress brought on by work, can lead to increased food consumption (e.g. P oUv-ESd D . 
Increased consumption due to the impact of work-related stress affects women’s 
health detrimentally. Women who suffered from work-related stress were more likely 
to eat larger amounts of foods high in fats and sugar (Steptoe et al., 1998)(see section 
11.3) that could increase their risk of heart diseases. On the other hand, the impact of 
de-stressing and relaxing meals was health promoting as mothers ate with their 
families (e.g. Ong-CMl: Yoons-CMl). The weekday evening family bonding meals 
or the ritualistic symbolic family bonding meals of the Sunday roast that many 
English mothers served (see Chapter 10, sections 10.3.2 and 10.3.3) were emotionally 
beneficial to health in relation to social support. In terms of the content of the foods 
eaten, increased consumption under work-related stress tended to be high fat (Take 
Aways and convenience foods) and high carbohydrate (mainly bread and potatoes) as 
single women indicated (e.g. Mandv-ESO: Pollv-ESvl). This is in comparison to the 
variety of foods served at family bonding meals or at family evening meals which 
included vegetables, although the fat and sugar content of such meals could also be 
high. Nevertheless, the crucial point is the emphasis on the health promoting de- 
stressing effects of such shared meals and the beneficial importance of the social 
context.
11.4.4 Invisibility of eating alone without social constraints^
In sharp contrast to women who ate with partners and/or children, single women who 
ate alone did not have any social constraints that influenced their food consumption. 
There were no checks on what they ate. Consumption of foods that were not health 
promoting could be consumed.
OA3/Constance-CSO: [...] 'a ready made meal [...] 7 eat a lot o f convenient food, 
like things in the oven, or fatty food  [laughter]. Chips I  like. Yes \ [She buys fruit but 
does not eat it regularly.] 7 buy them and they 're just left there. I  don V eat them. 
(QA3)
Q12. So what other things do you eat?
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QA12/Constance-CS0: Ready made meals like curries. I  do get regularly. Um, Take 
Away sometimes.
DH: What sort?
QA12/Constance-CS0: Well I  have a local fish and chips [shop] there, I  can go. 
Sometimes, McDonald. Well there's a Chinese Take Away, I  have as well and an 
Indian Take Away.
It is interesting to note that this respondent bought fruit that she was aware of as being 
part of a healthy diet, although she did not eat the fruit. Knowledge of a healthy diet 
per se, is thus shown to be insufficient to actually consuming a high quality diet. In 
the privacy of her own home and eating alone, she chose to eat foods high in fat.
In the shared households, the social context of eating with another sharer meant that 
the food preferences of the other sharer were taken into consideration. However, as 
independent adults without responsibilities as partners or mothers, they did not 
‘subordinate’ (see Chapter 10, section 10.2.5) their own dietary preferences, nor did 
they ‘control’ the food preferences of others (see Chapter 10, section 10.2.3). It 
would appear that there was a tendency to share similar attitudes towards food 
consumption among sharers, or to influence each other to a certain degree. Mai-CSO 
indicated that her flatmate ‘has to nag* (QA12) her to eat fruit (which was cited in 
section 11.2).
The healthy influence on the food consumption of another sharer was Beverlev-ESO 
who cared for her 91-year-old mother. Here, the responsibility of ‘doing daughter’ is 
highlighted. The responsibility for her mother’s food consumption was dictated by 
her mother’s requirements of ‘a very restricted diet’ (QA7). Although she would 
cook different food for herself: ‘As I ’m cooking really for myself, as my mother has 
other food. ’ (QA12), nevertheless, this respondent’s mother’s diet had an impact on 
her own food consumption of ‘grilled’ food because her mother was ‘not able to eat 
things that are fried’ nor ‘any heavy cooked sweets, mainly because my mother can't 
eat them, so there is no point doing for one. So you tend to get the easy things really, 
don’t you, when you are cooking one lot for one, and one for yourself’ (QA12). 
However, her mother’s special diet also required that vegetables were boiled:
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‘everything boiled to destruction. Everything has to be very soft for her. So it has to 
be boiled, and boiled, and boiled. And she can Y eat crunchy veges or anything, 
which is quite nice.’ (QA20), and this respondent indicated that she preferred to steam 
her own vegetables. Although it would appear that this respondent ate a healthy diet, 
she has claimed that, ‘I ’m not good at eating the right things’, which she explained as, 
not eating ‘salads, and the healthy, healthy foods’ (QA9) but preferred to eat meat 
instead.
The importance of the social context of food consumption whereby one did not eat 
alone, had a healthier impact on these women who lived in shared accommodation 
whereas the impact of work-related stress could have detrimental effects on their food 
consumption. This was particularly evident in the consumption of ready prepared 
foods, high in fats, sugar, additives and frozen foods that were perceived to have 
fewer nutrients than fresh foods among those who lived alone.
On the other hand, the social context of eating with others could have detrimental 
effects particularly of eating ‘desserts’ such as ‘heavy cooked sweets ’ when it was 
deemed not worth spending time and effort to make just for oneself (Beverlev-ESO). 
Nevertheless, the crucial factor here is the time and energy that would be required for 
working women in making such a sweet food course in the evening after work.
Mothers and partnered women, with the emphasis on their responsibility as wives and 
mothers, were the ones who encouraged their family members to eat health promoting 
food and often set the example in the family. In fact most of the mothers and 
partnered women emphasized their high consumption of fruit, and particularly 
Chinese women who claimed that they were brought up to eat fresh fruit after meals, 
rather than sweet desserts. The extreme case was a mother, Yin-CM2 who ate a diet 
mainly of fruits, consuming large amounts throughout the day. (j[...] I  eat a lot o f 
fruit, you know. I  enjoy eatingfruit. I  can just have three or four apples, and have 
five or six oranges. ’ (QA2). ‘ Well, because I  enjoy it so much so, that when dinner 
time comes, when the meal comes, you know, I  don V feel like eating because I ’m 
constantly enjoying fruit. Every time I  eat, I  don’t just eat an apple, you know, my 
tendency is two, you know. I  don V go for one [...] no matter how big the orange is.
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the tendency is two, you see, because I  will sit down and enjoy it. ’ (QA2)). Yin-CM2 
felt she influenced her nine-year-old daughter in eating fruit. In fact, her daughter 
was the only Chinese child in the sample who refused to eat meat. It was paradoxical 
that among the Chinese in the sample, with their emphasis on eating fresh fruit as part 
of their daily diet, there were a couple of Chinese women who specifically reported 
that they did not like to eat fruit. [The reason could be that they were brought up on a 
large variety of tropical fresh fruit that are less readily available in the UK, and were 
insufficiently health conscious to eat other types of fresh fruit.]
The invisibility of eating alone without social constraints influenced the amount of 
food consumed, as illustrated previously in relation to increased consumption e.g. 
Pollv-ESvl. However, a mother, Yoons-CMl. who ate what she regarded as copious 
amounts for dinner and throughout the evening, also indicated increased consumption 
because of work-related stress. Meals were taken mainly with her daughter, as her 
husband often worked away from home. The point is that eating large amounts of 
food is not the preserve of single women eating alone, but it is more likely without the 
social constraints of the company of other people who could serve as a check on one’s 
consumption. The clear influence of a partner on the over consumption of food was 
highlighted hw Gemma-EM3 who had emphasised her enthusiasm for cooking and 
eating but felt restrained from over eating by her partner’s attitude towards her body 
image (see Chapter 8, section 8.3.2).
11.4.5 Work-related stress and comfort eating
The outcome of work-related stress on food consumption may be highly detrimental 
to health in relation to the types of less nutritious food eaten, the large quantities and 
irregularity of meals that could lead to the starve-binge swings of daily food intake. It 
is highly significant that for many this type of eating is mainly symbolic of ‘comfort’ 
eating. The notion of ‘comfort’ food has been well researched and some 
psychological research studies have highlighted this aspect of eating. For instance, 
Steptoe et al. (1998) suggested that one of the reasons for changes in food choice 
during periods of stress may be explained by the ‘... psychological processes of 
which the person is unconscious or only dimly aware. Eating certain foods may
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provide comfort or may mask dysphoria and distress (Polivy et al, 1994). Eating could 
act as a distraction from stressful preoccupations.’ (Steptoe et al. (1998:41)
The notion of comfort eating was highlighted by some of the single women. A few 
single women respondents were consciously aware of this, and pointed it out. Mandv- 
ESO. regarded her intake of ‘mashedpotatoes ’ as ‘comfortfood’ (QA17). However 
she ate such food only occasionally.
OA17/Mandv-ESO: [...] And sometimes, i f  I ’m feeling I ’m in need o f some comfort 
food, like mashed potatoes. I  love them. Sometimes you need some comfort food.
Chan-CSO. who described her work as being ‘very stressful’, would inevitably: ‘[...] 
When I  feel tired and when I  feel sad, I  go for comfort food. Not necessarily 
chocolate or biscuit or cake. I  love rice, bread, potatoes, and chips — my weak link. 
[...] they are all high in calories. And I  don’t eat one or two, I  do eat quite a lot, and 
then my level o f activities is not equal to what I  am taking in. So it doesn ’t help [...] 
Accumulative effect—put on, become stored as fat. [QA2]
The foods that were associated with ‘comfort’ food were those high in carbohydrates, 
sugars and fats, the high consumption of which would be detrimental to health, 
particularly when it leads to a significant increase in weight. Most respondents were 
aware of this problem.
Eating for comfort unconsciously may be a way of counterbalancing work-related 
stress. Eating vast amounts in the evening after work, when a person is able to relax 
and enjoy a meal, compensates for not having time to eat during the working day.
The starve-and-binge effect is a way of ‘seeking balance’ in their lives whereby work- 
related stress is counterbalanced by eating for pleasure. This was exemplified by:
OA3/Constance-CSO: f... J When I ’m at work, I  don’t eat very much and then when I  
get home. I ’m so hungry that I  eat, yeah, I  eat a lot, and I  just get anything, anything 
that is quite easy to prepare and er, yeah. [...] I  don’t have plenty o f vegetables or 
that sort o f thing you know. Anything put in the oven, a ready-made meal, that sort o f 
thing, I  have. DH: You don’t have?
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QA3/Constance-CS0:1 have, I  have read- made meals.
DH: But you don’t have vegetables ?
QA3/Constance-CS0: Yeah. No, I  don Y have that [laughter], only when I  feel up to 
cooking it, yeah.
DH: Well, why don ’tyou eat regularly, then?
QA3/Constance-CS0: Work I  think, because I  work nine to five and Fm out. 
Sometimes it may be an excuse, actually, because I  just couldn Y be bothered to bring 
anything in with me. I  mean like, I  could have sandwich. Bring in sandwich and eat 
for lunch but sometimes I  couldn Y be bothered to prepare it, or, I  can just drop 
somewhere and buy something, but I  just don Y bother... I t ’s been a lifestyle, in this 
type o f workfor so many years.
Mothers, on the other hand, were aware of their children’s needs to eat to promote 
health, and would ensure that the daily evening meals at home were health promoting. 
Nevertheless the unconscious eating for comfort was indicated, for instance, by 
Cvnthia-EM2 in the consumption of snacks high in fat and sugar at work. More 
significant for mothers and partnered women were the family meals in the evening 
when they were able to unwind and to de-stress in the company of partners and/or 
children. The need for comfort eating as a de-stressing mechanism is thus less 
evident than for single women who ate alone in the evenings and at weekends. For 
mothers, particularly, the weekend Family Bonding Meals serve as a counterbalance 
to work-related stress. There is less need to eat for comfort for partnered women, 
sharers, and mothers; eating with others in a social context will offset their work- 
related stress. It is not surprising then, that it was the single women in particular, who 
ate certain foods to produce feelings of comfort or to be distracted firom work-related 
stress.
When single women were asked what made them decide what foods to buy and cook 
(Q17), there was a range of answers from what they liked to eat, ease and quickness 
of preparation, established habits, financial reasons and seasonal foods. Although 
there was no discernible pattern among the English women, the majority of Chinese 
single women rated what they liked to eat as the most important criterion. Their own
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personal food preferences were pre-eminent. Taste was an important factor. It is not 
unreasonable to link that criterion of personal taste to the purchase of foods that 
would be regarded as ‘comfort’ food. On the other hand, the data from partnered 
women and mothers indicated that the food preferences of their family members were 
a major consideration. With the emphasis on the responsibility of ensuring their 
partners and children ate foods that were health promoting, it would not be surprising 
that purchasing ‘comfort’ type foods that were more likely to be health damaging, was 
less important for wives and mothers.
11.5 Summary
This chapter has highlighted the differences in food consumption, particularly 
between women living with partners and children and women living on their own, 
when experiencing work-related stress. Single women were more likely to resort to 
eat foods more damaging to their health, in terms of quality and quantity. On the other 
hand, wives and mothers were constrained from resorting to such health damaging 
foods in spite of work-related stress, because of their responsibility to ensure that their 
families ate foods that promoted health.
The previous three analysis chapters have shown the influences and impact of partners 
and children’s food preferences on the food consumption of women as wives and 
mothers. Family structure had a powerful influence on how these wives and mothers 
coped with the family’s food consumption. In the process of ‘doing wife’ and ‘doing 
mother’, these women have taken on board their responsibilities, whether articulated 
or assumed as natural. Although there were indications of cultural influences on the 
women’s food consumption, this was more in line with cultural taste differences of 
Chinese respondents who adhered to a diet of lots of fruit and vegetables and small 
amounts of meat. In order to ensure that the whole family consumed a high quality 
diet as well as their family’s food preferences of pleasurable foods that were more 
likely to damage health, wives and mothers were continually ‘seeking balance’. In 
the process of assessing and adjusting the benefits of food for health and pleasure, and 
for family bonding needs, unintentionally, they were constrained not to succumb to 
eating health- damaging foods when experiencing work-related stress.
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Chapter 12 
Understanding the Quality of Middle Class Midlife Women’s Diets
12.1 Introduction
The aim of this study has been to identify the impact of cultural and structural factors 
on the everyday food consumption of 62 middle class Chinese (36) and English (26) 
women in midlife. Research on the health of the Chinese in the UK has 
predominantly focused on the Chinese-speaking population and those working in the 
catering industry. There is a noticeable lack of research on the English-speaking 
middle class Chinese. Recent surveys have shown that there are health inequalities 
between different ethnic groups and the White population, but a parity of health 
between the Chinese and the White population (Dunnell, 1993; Modood et al., 1997; 
Sproston et al., 1999). The dearth of research comparing the Chinese and the White 
population indicated that it is useful to conduct a comparative study to investigate this 
surprising issue of parity.
In the last couple of decades extensive research studies have noted women’s changing 
position in the labour market and changing family roles. Hence it is important to 
examine the health behaviour of women in midlife i.e. between 40 and 60 years of 
age, when women are most likely to be employed. Furthermore, it is well 
documented that daily food consumption has a direct impact on health to the extent 
that government policies are targeted specifically at healthy eating programmes (such 
as HEC, 1983; DHSS, 1984; Secretary of State for Health, 1992; HEA, 1997; 
Department of Health, 1999.) As women’s family roles include the main 
responsibilities of food purchase and preparation (Oakley, 1974; Murcott, 1983b, 
1998a; Gershuny, 1983; Charles and Kerr, 1988; DeVault 1991; Caplan, 1997a; 
Gregory, 2000), it is essential to investigate the impact of such responsibilities on 
middle class Chinese and English midlife women’s own food consumption.
Moreover the assumptions of the homogeneity of socio-economic status, age group, 
ethnicity and cultural dietary practices, highlight the necessity to examine in greater 
depth any diversities within this group of middle class Chinese and English women in
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midlife. Hence this study has examined to what extent Chinese and English cultural 
versus social structural factors provide the major underlying influences on women’s 
daily diet, particularly in the light of women’s changing roles and family structure in 
midlife.
The finding of a lack of cultural differences in the quality of diet led to the 
investigation of whether there were other major differences among the sample, since 
ethnicity was not a significant issue in influencing the overall quality of daily food 
consumption of these middle class Chinese and English women. The qualitative 
analysis chapters (Chapter 8 to Chapter 10) show how women’s multiple roles as 
working wives and mothers, with their gendered nature of caring, impacted on their 
own everyday food consumption. The moderating influences of the family structure 
on how women coped with work-related stress, which in turn was associated with 
diet, was analysed in Chapter 11.
In this chapter, the findings are explored and discussed through the use of the 
conceptual model proposed in Figure 12.1. This interactive model illustrates how 
both ‘Chinese and English cultural influences’ and ‘family structure’ are linked with 
‘knowledge of a healthy diet’, ‘health consciousness’ and ‘doing gender’, and how 
these interact to impact on the quality of women’s diets. The separate components of 
the model are discussed in the following sections.
12.2 Chinese and English Cultural Influences and Diet
For the purposes of this study, the relevant aspects of Chinese and English cultural 
influences relate to dietary health beliefs and food preferences (for major food groups 
such as fruit and vegetables; meat; fats and sugars). The study also took into 
consideration the cultural upbringing, and therefore the establishment of food habits 
(highlighted by Fieldhouse, 1996), between Chinese and English women living in the 
UK. This is not to underestimate the complexity of the changing and dynamic nature 
of culture (nor the process of ‘British’ culture and the notions of identity). The 
purpose of this exploratory study is to undertake a comparative analysis between the 
two different ethnic groups of Chinese and English women in relation to their daily
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Figure 12.1 A  m odel o f  interacting influences on the quality o f  w om en ’s diets
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health and eating for 
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QUALITY 
OF DIET
FAMILY
STRUCTURE
Health
Consciousness
Knowledge of 
Healthy Diet
Coping with 
work-related 
stress
CHINESE AND ENGLISH 
CULTURAL INFLUENCES
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diet. It was assumed at the outset that this study would find Chinese and English 
cultural differences, as previous studies on Chinese dietary practices have revealed, 
and these cultural differences would influence the quality of the food consumed. The 
focus of this study on Chinese cultural influences has been identified as an adherence 
by Chinese women to the distinctive traditional Chinese diet, based on the 
maintenance of equilibrium (as described in the literature reviewed in Chapter 4, 
section 4.5). For the English women, the English cultural influence is based on the 
consumption of meat and vegetables (identified as ‘meat and two veg’ in various 
research studies (Keane and Willetts, 1996; Charles and Kerr, 1988; Murcott, 1982)), 
and the consumption of desserts (generally high in fats and sugar) that often 
accompany such meals.
This study showed that these middle class Chinese women in midlife did not adhere to 
the traditional Chinese concept of a healthy diet as the maintenance of equilibrium. 
Most of the Chinese women were not knowledgeable as to what types of foods were 
defined as ‘hot’ or ‘cold’, ‘tonic’ or ‘toxic’ in nature. This is not to deny that a few 
were knowledgeable, but for most of the Chinese women it was a vague recollection 
of name labels of the concepts. What types of foods the concepts applied to, or how 
those food properties could be utilised to promote the maintenance of equilibrium, 
was not part of their knowledge. The findings do not support the literature reviewed in 
Chapter 4 that Chinese women utilised the traditional Chinese diet (Koo, 1984; 1987; 
Ho, 1985; Anderson Jr., 1987; Chi, 1994) and in studies conducted in the UK 
(Wheeler and Tan, 1983; Chan, 1991; Gervais and Jovchelovitch, 1998). However 
these studies were based mainly on non-English speakers of Chinese origin. Thus the 
findings in this study show very clearly that the Chinese cannot be regarded as a 
homogenous population who all adhere to traditional Chinese cultural norms in 
relation to dietary practices, particularly those who are fluent in English and are 
midlife women working in professional and non-manual occupations. Gervais and 
Jovchelovitch (1998) pointed out that the Chinese are not homogenous but do share a 
common culture, and argued that:
247
The ancient knowledge Chinese people possess about keeping well is 
perpetuated in parallel with the perpetuation of Chinese culture itself.
This explains why this knowledge will not disappear: to relinquish 
traditional health beliefs is virtually impossible without 
fundamentally threatening one’s identity as a Chinese person.
(Gervais and Jovchelovitch, 1998:65)
The middle class Chinese women in this study were either not knowledgeable or had 
forgotten the food properties associated with the traditional Chinese diet for the 
maintenance of equilibrium, unlike the Chinese people studied by Gervais and 
Jovchelovitch (1998). The women interviewed identified themselves as Chinese in 
spite of the lack of traditional health beliefs fimdamentally linked to the traditional 
Chinese diet. Their Chinese identity certainly was not ‘threatened’.
Another important finding revealed that the English-speaking middle class Chinese 
women in this study were all aware of the importance of the nutrients in foods as 
recommended in the UK government’s guideline of eating a balanced diet with plenty 
of fruit and vegetables (Department of Health, 1999). However, for the majority of 
Chinese women, eating plenty of fruit and vegetables was considered part of their 
ethnic Chinese cultural upbringing.
In the analysis of their husbands’ reported food preferences and cooking 
responsibilities (Chapter 8, section 8.2.4), Chinese (as well as English) husbands were 
more likely to cook their own food preferences, especially those who cooked 
occasionally. Moreover, there were Chinese husbands with meat preferences 
(Marsaret-CMl: Nancv-CMI)\ or whose preferences were considered unhealthy such 
as ’‘friedfood’ (Sarah-CMl). The point here is that being brought up on a Chinese 
diet of high consumption of fruit and vegetables, does not imply an established 
healthy eating pattern that is carried through later in life by men. However, it was 
more evident among the middle class Chinese women in midlife. This highlights 
gender differences rather more than established cultural habits. In this case, gender, 
and the gendered nature of caring (which will be discussed in a later section) has a 
greater impact than ethnic culture.
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Moreover, some Chinese women articulated that they did not have ‘a sweet tooth ’ as 
they were brought up to eat fresh fruit after their main course rather than high fat and 
sugary desserts. Although this can be regarded as an underlying aspect of Chinese 
cultural food habits, it is an endorsement of the health promoting aspect of food 
consumption by the UK government to consume plenty of fruit and vegetables, and to 
eat less sugary foods, that reinforces such cultural dietary habits. Informational 
knowledge as to what constitutes a healthy diet influences the overall quality of 
women’s diets.
The Chinese women in this study all affirmed a Chinese ethnic identity. In Modood’s 
(1997a) study, he claimed that the Chinese had a high level of dissociativeness 
(identifying with their ethnicity but not Britishness) rather than acculturativeness 
(identifying with both ethnicity and Britishness). However, acculturation can be 
implied through their dietary practice. Although the Chinese women continued with 
their everyday Chinese diet of plenty of fresh fruit and vegetables and low 
consumption of high fat and sugary desserts, they expressly acknowledged their 
awareness of and support for a healthy diet as recommended by the UK government. 
By openly accepting and upholding the UK government’s recommendations of a 
healthy diet, and not practising the traditional Chinese diet of the maintenance of 
equilibrium, acculturation can be said to have taken place to a certain extent, in 
relation to Chinese women’s daily food consumption.
On the other handi English women in this study also indicated their preference for 
fruit and vegetables, with just over a quarter (27%, 7/26) of the English sample being 
vegetarians compared to only one Chinese woman (3%). This is in spite of English 
women being brought up on a diet in which meat was a major food component.
In Chapter 5 (section 5.5), the literature reviewed showed that women were more 
likely to be vegetarians (Willetts, 1997; Fiddes, 1991) and vegetarians were also more 
likely to be middle class (Charles and Kerr, 1988), with young women increasingly 
becoming vegetarians (British Nutrition Foundation, 1998b). The findings in this 
study showed that a number of the daughters of English women were vegetarians or 
inclined towards vegetarianism, confirming the study by the British Nutrition
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Foundation (1998b). However, this was the case only for the English daughters, and 
there was no evidence that the daughters of Chinese women were becoming 
vegetarian.
The quantitative comparative investigation of cultural influences on the daily diet in 
Chapter 7 (section 7.7.1), gave a clear picture of significant differences in the types 
of foods consumed, indicating a cultural difference in food consumption patterns 
between the Chinese and English women. Chinese women consumed significantly 
more vegetables, whereas English women ate more dairy products, fatty and sugary 
foods, as well as beef. However, it was found that the cultural difference in the choice 
of food types did not indicate a disparity in the overall quality of everyday diet. 
Instead, the findings showed a parity of an overall healthy diet among the majority of 
both Chinese and English middle class midlife women. The outcome of the ‘diet 
score’ for Chinese and English women, indicated that around two thirds of the whole 
sample (and in each group), consumed a healthy diet (Chapter 7, section 7.8). Ethnic 
culture, particularly the traditional Chinese diet focused on the maintenance of 
equilibrium, and, for the English women, meat consumption (based on meals such as 
‘meat and two veg’), was not a major influence on the overall quality of these 
women’s daily food consumption.
In terms of the influence of ethnic cultures on dietary preference, Chinese and English 
women shared the same expressed preference for firuit and vegetables. However, for 
the Chinese women, this cultural preference was an established daily food habit 
consciously continued with updated health knowledge. In contrast, for vegetarian 
English women, the finit and vegetable preference was not an established cultural 
food habit but was due to changes in eating habits brought about by various factors 
(highlighted in the literature on vegetarianism reviewed in Chapter 5, section 5.5) and 
with increased health knowledge and health consciousness. Interestingly, Fieldhouse 
(1996) pointed out that generally people are unconscious of the cultural habits that are 
learned and acquired when young, but once established, are likely to be long lasting 
and resistant to change. However, these cultural habits apply to most of the Chinese 
women’s everyday food consumption, but not to the vegetarian English women (nor
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to some Chinese men). The intervening influences of health knowledge and health 
consciousness play a significant role for these middle class women in midlife.
Chinese and English cultural difference was found in the types of meals the women 
consumed. Notions of ‘a proper meaT and the English cultural ‘Sunday roast’ were 
contrasted with the Chinese reference to special meals such as ‘Dim Sum’ (also 
referred to by the British Nutrition Foundation (2000b)). For some Chinese women 
married to English men, consuming the ‘Sunday roast’ as a family bonding meal 
reflected the possibility of another aspect of acculturation.
12.3 Knowledge of ‘A Healthy Diet’
Having the knowledge of what constitutes ‘a healthy diet’ has a major impact on the 
quality of women’s daily food consumption, leading to the consumption of a diet that 
is more likely to promote health. It has to be made clear at the outset, that 
‘knowledge ’ is regarded as learned information. All the women in the sample 
expressed notions of ‘a healthy diet’ that they considered important to maintain good 
health. Their responses reflected the UK government’s guidelines for healthy eating 
(HEA, 1997), such as ‘enjoy your food’ and to ‘eat a variety’ of different foods’. For 
most respondents, healthy foods were also enjoyable foods, particularly finit and 
vegetables, and they indicated that they consumed large quantities of such major food 
groups, with some women specifying the ‘5 portions of fruit and vegetables’ daily as 
advocated by HEA (1997:12), although foods rich in starch and fibre (also 
recommended by the UK government guidelines) were not generally expressed. Their 
high awareness of not consuming too many foods high in fat and sugar was also 
emphasised by many, including the importance of vitamins and minerals in their diet, 
particularly by those who took dietary supplements to offset the possible lack of such 
nutrients in the foods they ate. The notion of a ‘balanced’ diet in terms of nutrients 
was expressed, although consumption of ‘the right amount to be a healthy weight’ 
was not directly referred to, but implied through the notion of ‘moderation’ that was 
defined as not eating in excess. Weight was an issue with some women in relation to 
their body image and to their health. The major recommendation relating to diet in 
the Department of Health’s document ‘Saving Lives. Our Healthier Nation’
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(Department of Health, 1999) to follow a balanced diet with plenty of fruit and 
vegetables was embraced by most of the middle class Chinese and English women in 
midlife. For this group of women, the notion of ‘a balanced diet’ in terms of nutrients 
was highlighted. However, for a few, a healthy diet meant ‘a balanced diet’ and 
consuming a wide ‘variety’ of foods; for others, a healthy diet meant eating in 
‘moderation’ which was expressed as not eating in excess.
The notion of ‘balance’ per se was also associated with other aspects. For example, a 
balance between healthy versus enjoyable (but implied not-health promoting) foods; a 
balance in life which is associated with the adjustment of time spent on paid 
employment and leisure activities; and the balance associated with meeting the 
individual’s perceived needs for physical, mental and spiritual well-being.
For these Chinese and English women, their understanding of ‘a healthy diet’ 
incorporated a number of different concepts such as ‘balance’, ‘variety’ and 
‘moderation’. This finding is supported by the literature reviewed in Chapter 4 
(section 4.8.2), which showed that the concepts of ‘balance’ (Keane and Willetts, 
1996; Macintyre, 1998), ‘variety’ and ‘moderation’ (Charles and Kerr, 1988; Backett 
and Davison, 1992; Lupton and Chapman, 1995; Gregory, 2000) were used to 
describe a healthy diet. As these studies showed, there were variations in the 
understanding of what these concepts meant. However, the crucial point in this study 
is that for this group of middle class Chinese and English women in midlife, the 
balance of nutrients was emphasised.
12.4 Health Consciousness
The Chinese and English women were found to be knowledgeable (in terms of 
information) about what constitutes a healthy diet as defined by the UK governmental 
recommendations (HEA, 1997; Department of Health, 1999) as discussed above. As 
Chinese and English cultural aspects did not influence differences in health 
knowledge between the two groups, the qualitative interview data was analysed to 
identify whether there were any other factors that influenced the quality of diet these 
women consumed.
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Although the women were knowledgeable, this knowledge was not consistently 
applied in their daily diet. A number of reasons were highlighted in the literature 
reviewed in Chapter 5 (sections 5.3.1 and 5.4), and in the analysis in Chapter 7 
(section 7.5). For these middle class women, finance was not an issue. This lack of 
importance of economic factors contrasted with previous studies that have shown that 
women were more likely to deny themselves of food if there was insufficient money 
in the household (Charles and Kerr, (1988:22-3), citing the studies of Pember Reeves 
(1984), Spring Rice (1981) and Rowntree (1913)). The Chinese and English women 
in this study did not deprive themselves of food because of costs, although they said 
they were less likely to buy organic foods because of the high costs. Other issues 
raised by the respondents included food scares (e.g. salmonella in eggs; bovine 
spongiform encephalopathy (BSE in cattle)) highlighted in the media in the 1980s.
Having the informational knowledge of what constitutes a healthy diet per se was 
found to be inadequate in understanding the quality of women’s diets. A major factor 
that emerged firom the qualitative findings, based on interviews with Chinese and 
English women, was their level of health consciousness. Food provision and 
preparation take place without conscious awareness of health considerations, because 
such tasks become routine and ‘everyday’. Nevertheless, the notion of ‘health 
consciousness’ was a recurring concept throughout the interviews, and was a key 
influence on their food consumption.
At this stage in middle life, many women would have directly experienced illness 
(their parents, siblings, or close fiiends), were in poor health themselves, or had a 
history of illness, and were therefore more likely to be Health Conscious, particularly 
for their own health. The typology of ‘health consciousness’ developed firom the data, 
encompassed three categories of ‘health consciousness’: ‘Very Health Conscious’ 
(35% or 22/62), ‘Partially Health Conscious’ (37%, 23/62) and ‘Not Health 
Conscious’ (27%, 17/62) (derived firom Table 7.8 in Chapter 7).
In the ‘Very Health Conscious’ category, i.e. women who were defined as acutely 
health conscious to the extent that it was the predominant factor in their food choice 
(although these were also foods which they enjoyed) gave a number of reasons for
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being actively committed to the consumption of a healthy diet to ensure good health. 
For some women, the commitment to eating to promote good health arose from their 
personal ill health experiences and poor medical history or as a result of being 
affected by the ill health of someone either in the household or close to them. On the 
other hand, some women who had a healthy medical history and did not mention 
having direct experience of illnesses of close family members or in the household, 
were also ‘Very Health Conscious’ and actively keen to maintain their health status 
by consuming a high quality diet.
Women who were defined as ‘Partially Health Conscious’ (37%) when making food 
choices were partly influenced by health considerations but would also consider other 
factors (e.g. the pleasure of eating, even if it meant eating foods that were not health 
promoting). Whereas for the category of women who were ‘Not Health Conscious’ 
(27%), health considerations did not influence their decisions as to what foods they 
ate, although they were just as knowledgeable as the other middle class women about 
the benefits of eating a quality diet to promote good health. Their decision as to what 
to consume was not based on health considerations.
Health knowledge was a major factor influencing the quality of diet these women ate, 
which supports Turrell’s (1996) study, but health knowledge per se was not sufficient 
as many other studies have pointed out (Thomas, 1980; Murcott, 1983a; Wilson,
1989; Wood, 1995). A woman’s health maintenance behaviour is complex and is 
influenced by a variety of factors as denoted by the diagram of lay health maintenance 
(Figure 3.1) in Chapter 3. The notion of Health Consciousness has been put forward 
in this study as an important intervening factor between possessing the knowledge of 
what constitutes a healthy diet and the food women actually consumed.
In the analysis Chapter 7 (see Table 7.9), it was found that when ethnicity was taken 
into consideration, English women were more likely to be health conscious (i.e. ‘Very 
Health Conscious’ and ‘Partially Health Conscious’) (77%, 20/26), compared to 
Chinese women (70%, 25/36). These included English mothers living with children 
(92%, 12/13) compared to 76% (13/17) of Chinese mothers living with children. Of
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the women living alone, 75% (3/4) of English women were health conscious in 
comparison to 33% (2/6) of Chinese women (although the numbers were very small).
However it was found that among aU the women living with families, about four fifths 
(25/30) were health conscious (i.e. ‘Very Health Conscious’ and ‘Partially Health 
Conscious’) about their own health compared to half (5/10) of women living alone, 
when only parental status was taken into consideration (see Chapter 7, Table 7.9).
The data showed that these middle class mothers were more likely than women living 
on their own (of the same social class and age group) to be health conscious of the 
food they consumed. In Chapter 7 (Table 7.12) the overall quality diet scores of four 
women were illustrated. Two women who had overall high quality diets and were 
‘Very Health Conscious’ were mothers. The other two women who were ‘Not Health 
Conscious’ and had overall poor quality diets, were a woman living on her own and a 
woman living with her partner, who did not have any children.
An important finding in this study was the perception of the importance of health 
consciousness. This was linked to the gendered nature of caring. As ‘doing wife’ and 
‘doing mother’ encompassed promoting the family’s health, the perception of the 
importance of health consciousness for their family’s health indirectly impacted on 
these women’s own health consciousness about their own food consumption too (see 
Figure 12.1).
12.5 Family Structure
While Chinese and English cultural influences were found not to be major influences 
on middle class Chinese and English women’s overall quality of diet, knowledge of ‘a 
healthy diet’ as advocated by government guidelines, and the level o f ‘health 
consciousness’ were important influences on these women’s food consumption.
However, family structure is a key influence on the gendered nature of caring and was 
found to have a moderating impact on the overall diet of women. Family structure 
has to be differentiated firom household structure. While a household may consist of 
members of a family, there is a diversity of other households that do not. For 
instance, Morgan (1999) differentiates between ‘family-based households’ (ibid: 32)
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and ‘single-person households’ (Morgan, 1999:36). Households, in terms of the 
living arrangements of women in this study, consisted of women living alone; women 
living in families i.e. with a male partner and/or with dependent children under 18 
and/or adult children over 18; and to a lesser extent, women sharing with other 
women. Women sharers were a small distinct group comprising four Chinese and 
one English woman who were not married. They all shared their living arrangements 
with other women. Sharers ate their daily meals together and had shared 
responsibilities for food purchase and preparation, except for the English woman who 
lived with her invalid mother. (Also see Chapter 7, section 7.6.2 and Chapter 11, 
section 11.2).
Family structure was more important than household structure in influencing the 
overall diet of women, because of women’s roles as wives and mothers with 
responsibilities for husbands/partners and dependent children. This study found that 
family structure had a moderating influence on the food consumption of women when 
experiencing with work-related stress. In contrast, employed women living alone 
(without family responsibilities) were more likely to consume foods which did not 
promote health when coping with work-related stress although those who were ‘Very 
Health Conscious’ were less likely to do so. Moreover, family structure influenced 
the gendered process of ‘doing wife’ and ‘doing mother’ through the nature of caring, 
which ultimately impinged on the overall quality of diet they consumed. This will be 
discussed in the next section.
12.6 Doing Gender and the Gendered Nature of Caring
A major finding in this study is the gendered nature of caring. Women undertook the 
main responsibilities for food provision and preparation as a naturally accepted 
behavioural process of being wives and mothers, confirming the studies of Henson et 
al. (1998) and Gregory (1999; 2000). The wives and mothers in this study were 
actively involved in caring for their husbands and children in terms of the food they 
consumed. Wives and mothers nurtured and promoted their husbands’ and children’s 
general good health, supported the family’s dietary requirements in cases where their 
husbands/children had ill health; catered to their husbands’ food preferential tastes;
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supported their vegetarian daughters’ diets; accommodated the food preferences of 
their children; nurtured family bonds; and juggled daily in seeking to balance their 
husbands’ and children’s food consumption to promote health on the one hand and to 
ensure consumption of some enjoyed foods even though they were damaging to 
health, on the other. The findings in this study confirm many studies that the notion 
of caring involves the combination of ‘caring for’ and ‘caring about’, with the former 
based on action, and the latter on emotion (Ribbens McCarthy et al., 2003:81, citing 
Tronto, 1989; Smart, 1991), undertaken in the process o f ‘doing wife’ and ‘doing 
mother’.
12.6.1 *Doing wife*
The wives’ responsibilities for caring were e5q>ressed through the process of ‘doing 
wife’ which some English wives had articulated as having been instilled in them from 
a very young age. This process of ‘doing wife’ was gendered and taken as natural by 
most of the wives, supporting West and Zimmerman’s (1987) notion o f ‘doing 
gender’ which the researchers stated involved the interaction of socially guided 
activities that caused certain patterns of behaviour to be seen as feminine or 
masculine. In this study it was ‘doing the good wife’ of putting her husband’s health 
requirements and food preferences before her own (and likewise, as ‘doing the good 
mother’ in the next section of ‘Doing Mother’).
There were many ways in which caring for husbands was accepted as the wife’s role. 
The wives in this study had the primary responsibilities for the food purchase and 
preparation, confirming Murcott’s (1983b:181) concept o f ‘cooking’ as ‘securely 
anchored as the responsibility of women as wives and as mothers’. They had the 
responsibility for ensuring that the food they cooked promoted their husbands’ health, 
and supported their husbands’ dietary requirements when their husbands were ül.
On the other hand, wives were also responsible for providing the food that their 
husbands preferred, even though these were generally high in saturated fats and 
potentially damaging to health. To resolve this dilemma of conflicting responsibilities 
for caring for their husbands, wives resorted to ‘seeking balance’ between providing a
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diet for their husbands that was health-enhancing on the one hand and on the other, 
enjoyable but likely to be damaging to health. This juggling process was 
characterised by the concept o f ‘seeking balance’ that was another aspect of caring for 
husbands (and children), which was undertaken as a wife’s (and mother’s) 
responsibility. As such, the women in this study focused on their responsibility for 
getting an appropriate balance between eating for health and eating for pleasurable 
taste with their partners in a social context that is relaxing and de-stressing compared 
to eating alone.
The notion o f ‘gendered caring’ evident in the process of ‘doing wife’ and ‘doing 
mother’ is thus interlinked with the notion o f ‘seeking balance’ for the family’s food 
consumption. The latter also provides a moderating influence on how women 
unintentionally coped with work-related stress, which in turn was associated with the 
quality of their diets.
Table 12.1 illustrates that two thirds of English women in the sample sought to 
balance health needs and eating for enjoyment, compared to half of Chinese women.
Table 12.1 Seeking balance between eating for health and eating for pleasure 
(whole sample)
Seeking Balance Not Seeking
Balance
All
Chinese 17 (47%) 19 (53%) 36 (100%)
English 18 (69%) 8 (31%) 26 (100%)
However, when living arrangements were taken into consideration, Chinese and 
English wives and mothers were more likely to be Seeking Balance between eating 
foods for health and eating foods for pleasure that were potentially health damaging 
(see Table 12.2).
It was found that wives and mothers predominantly (about two thirds (62% or 16/26) 
Chinese and over four fifths (86% or 18/21) English) sought to balance the food 
consumption of their family in this way, which also influenced what they ate. In 
sharp contrast, women living alone predominantly ate either foods to promote health 
or foods for enjoyment even though they were potentially detrimental to health.
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Women living alone did not make daily adjustments in order to seek a balance in the 
types of foods they consumed (i.e. all the solo English women, and all single Chinese 
women except one)(TabIe 12.2).
Table 12.2 Seeking balance between eating for health and eating for pleasure by 
living arrangements
Seeking
Balance
Not Seeking 
Balance
All
Chinese
Wives and Mothers 16 (62%) 10 (38%) 26 (100%)
Living Alone (including mothers with 1 (17%) 5 (83%) 6 (100%)
adult children who have left home)
Female Sharers 0 (0%) 4 (100%) 4 (100%)
Total 17 (47%) 19 (53%) 36 (100%)
English
Wives and Mothers 18 (86%) 3 (14%) 21 (100%)
Living Alone (including mothers with 0 (0%) 4 (100%) 4(100%)
adult children who have left home)
Female Sharers 0 (0%) 1 (100%) 1 (100%)
Total 18 (69%) 8 (31%) 26(100%)
While the notion of ‘gendered caring’ evident in the process of ‘doing wife’ and 
‘doing mother’, is interlinked with the notion o f ‘seeking balance’, the notion of 
women’s health consciousness is in turn linked to the notion of the gendered nature of 
caring in seeking a balance between eating to promote health and eating for pleasure 
(foods damaging to health). Table 12.3 illustrates that the majority of women with 
husbands sought to balance health needs and eating for enjoyment, although there was 
a sharp contrast between the Chinese women (58%) and the English women (90%). 
(Also see Chapter 8, section 8.4).
Most of the middle class wives did not deny themselves outright the foods they 
preferred to eat. They found ways of being able to eat what they enjoyed, although 
they did curtail their food choice to some extent in favour of their husbands’ food 
preferences. However, even when a couple’s food preferences were similar, wives 
still had the main responsibility for cooking, and this was more tedious for wives who 
did not enjoy cooking. Vegetarian wives had a more difficult task, particularly if their 
partners were not vegetarians. In addition to cooking their own vegetarian food, these 
wives often cooked meat for their non-vegetarian husbands.
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Table 12.3 Health consciousness and balancing of eating for health / eating for 
pleasure: women with husbands
Health Consciousness
Very Partial Not All
Chinese
Seeking balance 
Yes 4 8 2 14 (58%)
No 6 2 2 10 (42%)
All 10 (42%) 10 (42%) 4(16%) 24 (100%)
English
Seeking balance 
Yes 5 11 2 18 (90%)
No 1 0 1 2 (10%)
All 6 (30%) 11 (55%) 3 (15%) 20 (100%)
Although a few husbands did have the main cooking responsibility, the majority of 
men only cooked occasionally. On these occasions, they generally cooked for 
themselves only. When cooking for others, they were more likely to cook their own 
food preferences. The women had the main responsibility for the provision and 
preparation of the everyday diet (73%, see Chapter 7, Table 7.5). The gendered 
nature of this caring embraced the notion of ‘seeking balance’ between health 
promoting foods versus their husbands’ food preferences which were often 
detrimental to health.
12.6.2
Mothers with children living at home were very concerned that their children’s food 
consumption should promote health. ‘Doing mother’ entailed being actively involved 
to ensure that their children consumed a healthy diet. However, the process of ‘doing 
mother’ also entailed ‘accommodating’ their children’s food preferences, which were 
more likely to be foods of a poor quality, high in fats and sugar, which mothers knew 
were detrimental to health. Hence mothers were involved in the daily process of 
actively ‘seeking to balance’ their children’s consumption of foods that promoted 
health with their children’s food preferences, which were potentially health damaging.
Mothers also played a major role in both ‘supporting’ their vegetarian daughters’ food 
consumption, and in the process o f ‘doing mother’ also sought to balance the
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nutritional needs of their vegetarian daughters’ choice to eat vegetarian foods that 
were lacking in certain nutrients. In this way, mothers continued to seek balance 
between eating for health and eating for pleasure in their provision of the family diet, 
and in balancing their children’s food preferences with those of other family 
members. On the one hand, there was an aspect of negotiation in the process as 
Gregory (1999; 2000) and Hensen et al. (1998) argued, and this element of 
negotiation is akin to mothers ‘accommodating’ their children’s food preferences. 
However, for these middle class mothers, particularly those who had articulated 
concerns for their children’s health, and had other family members with different 
major food preferences, i.e. vegetarian and meat preferences, the process was more 
conflictual than consensual. Hence the findings in this study support the findings of 
Amato and Partridge (1989)(Chapter 9, section 9.4).
The process of ‘doing mother’ through ‘family bonding’ was analysed in Chapter 10 
(section 10.3.2), and revealed another aspect of the gendered nature of caring. Family 
bonding meals were symbolic rituals and confirm Charles and Keir’s (1988:235) 
argument that the idea of the ‘proper meal’, such as the family Sunday dinner, 
‘symbolises their existence as a social unit’. English mothers particularly, and 
Chinese mothers with English husbands, emphasised the importance of this form of 
family bonding meal. (For these middle class midlife English women and some 
Chinese women with English husbands, ‘a proper meal’ has the same connotations 
found in previous studies (see Chapter 4, section 4.8.1)). The findings in this study 
also support Morgan’s (1996) notion of ‘family’ as a practice. Family bonding meals 
symbolised the family both as a social unit and as an on-going practice of fostering 
family relationships, but within the context of this study, the crucial point is that 
mothers were responsible for this gendered caring process and for resolving their 
family members’ different food choices in order to ensure family well-being and 
continuity.
Another significant point is that by participating in sit-down ‘family bonding’ meals, 
mothers indirectly benefited by being in a social context that not only reinforced 
family relationships but was conducive to relaxation and provided a counter to their 
work-related stress.
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Hence, ‘doing mother’ in relation to their children’s food consumption is a 
complicated process. ‘Doing mother’ is not a process that encapsulates only the 
notion of balance that was perceived as a polarisation of ‘good’ and ‘bad’ food 
consumption behaviour, or ‘trade-offs’ as Backett (1992:272) argued. ‘Doing mother’ 
is a complex balancing or adjusting process that ensures family continuity and well­
being which is different from the physical health concerns associated with the 
nutrients of the foods consumed.
12.6.3 Summary
The findings of this thesis show that the notion of caring is gendered. Research 
studies have found consistently that caring is instilled in a woman’s multiple roles as 
wife and mother, with responsibilities for her family’s health (Gregory, 1999;
Murcott, 1983b; Caplan, 1997a; Lupton, 1996; DeVault, 1991; Charles and Kerr, 
1988). The findings confirm studies (Ribbens, 1994; Graham, 1984) that wives and 
mothers have the responsibility for the family’s food consumption to ensure a healthy 
life style. ‘Doing wife’ and ‘doing mother’ were found to be complex balancing 
processes. The findings in this study on the nature of caring in midlife reinforce the 
statement by Arber and Ginn (1991:173) that ‘.. .habits and skills acquired over a life 
course,... are gendered’.
12.7 Coping with Work-related Stress
It was found that women living on their own were more likely to eat foods for 
pleasure to counter balance work-related stress and that these foods were more likely 
to be high in fat and sugar, or eaten in large quantities. This is in sharp contrast to the 
behaviour of wives and mothers who were responsible for seeking a balance between 
the consumption of food to promote the family’s health and the consumption of the 
family’s health damaging food preferences. Women’s desire to ‘seek balance’ was an 
outcome of the gendered nature of caring. This provided an indirect restraining 
influence on the wives’ and mothers’ food consumption, as the family’s health and 
food preferences prevented them from eating health damaging to counteract work- 
related stress. This steadying influence ensured that the family did not consume
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foods that would predominantly be detrimental to their health. Women without 
family responsibilities did not have to consider the health of others and so were not 
subconsciously restrained in the same way.
The level of women’s health consciousness, on the other hand, had an influence on 
how women living on their own coped with work-related stress. Women living on 
their own who were ‘Not Health Conscious’ about their own health were most likely 
to seek comfort in food consumption. They claimed that they would eat certain types 
of foods that they called ^comfort food’ or large quantities o f ^ rice, bread, potatoes 
and chips’ (Chan-CSO). These findings confirm the studies of Polivy et al. (1994) 
who argued that the consumption of certain foods provided comfort; and Steptoe et 
al.’s (1998) point that eating was a way of coping with stressful concerns. On the 
other hand, wives and mothers who were ‘Not Health Conscious’ of their own health, 
tended to be conscious of their family’s health. Caring for their family meant 
ensuring that their husband and children ate foods that were health promoting which 
was part and parcel of the gendered nature of caring. This caring behaviour process 
acted as an unintentional restraint, even if the wives and mothers were ‘Not Health 
Conscious’ about their own health, in the types of foods eaten when under (work- 
related) stress.
The findings in Chapter 11 showed that family structure (in terms of women living 
with their family, compared to women living alone who had no family 
responsibilities) had a moderating impact on the quality of diet women consumed. 
This moderating influence was more apparent where women had younger, dependent 
children rather than older and adult children living at home. Nonetheless, mothers 
were still responsible for the health of aU who lived at home. It was because of their 
gendered caring as wives and mothers, particularly to ensure that their families 
consumed diets that acted as a balance between health promoting efifects and 
enjoyable but potentially detrimental health effects, which indirectly restrained them 
firom predominantly purchasing and consuming comforting and convenience foods 
that were health damaging even when experiencing work-related stress. Employed 
wives and mothers living with their families, benefited from their multiple roles (see 
the literature reviewed in Chapter 5, section 5.7) They were less likely to suffer from
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the adverse effects of food consumption when under work-related stress, in 
comparison to women living alone who did not have roles as wives and mothers. 
Although there may be difficulties in fulfilling their many role obligations (Gove, 
1984; Goode, 1960), women with multiple roles as employee, wife and mother, were 
more likely to eat a higher quality diet than women living on their own with fewer 
roles, because of (rather than in spite of) wives/mothers’ responsibilities for the health 
of their family members impacting indirectly on their own food consumption. The 
beneficial effects of the multiple roles, as acted out in their gendered caring, were also 
unintentionally reinforced by middle class women’s health knowledge and their 
perception of the importance of being health conscious in midlife.
Furthermore, wives and mothers, in promoting healthy eating and family bonding 
practices, created opportunities for family support that counteracted work-related 
stress. They were able to relax and unwind from the stress brought on by work 
demands and pressure in the social context of the family meal. Their multiple roles as 
wives, mothers and employed women are in contrast to the roles of employed women 
living on their own without the daily responsibility for a family. Women living alone 
who did not eat with others on a daily basis, lacked the social support of being able to 
discuss (in a family setting) the problems encountered at their place of employment 
which were stressfiil.
Moreover, employed wives and mothers were less likely to stay on at work longer 
than the normal working day, feeling an obligation to go home ‘on time’ to cook for 
the family. Although these caring obligations were constraints on the time and 
efforts, particularly of frill time employed wives and mothers, nevertheless, the 
gendered nature of caring had indirect positive effects for women on coping with 
work-related stress. The unintended outcome was the lower consumption of both 
poorer quality foods (e.g. Take Aways), and the lower consumption of large quantities 
of food (particularly ‘comfort foods’) by wives and mothers (Chapter 11).
When faced with work-related stress, women living on their own were more likely to 
indicate that they tended to eat mainly for pleasure and comfort, foods that could be 
health damaging (Chapter 11, sections 11.4.1 -11.4.5). However, those women who
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were ‘Very Health Conscious’ did so only infrequently. They were less likely to 
resort to health damaging foods, even given the ease of preparation of convenience 
foods, when undergoing work-related stress than those who were ‘Not Health 
Conscious’.
English women living on their own were likely to be more health conscious than 
Chinese women. Nevertheless, when coping with work-related stress, lack of time 
and being tired and exhausted, women living on their own, on the whole, were more 
likely to eat convenience foods (e.g. Take Aways), have late meals, and consume 
large quantities of ‘comfort foods’ which were generally high in sugar, fats and 
carbohydrates (although less frequently by women who were ‘Very Health 
Conscious’). The high consumption of foods high in fat content and sugary foods 
goes against the governmental guidelines (HEA, 1997). Moreover, although these 
guidelines also recommend eating plenty of foods rich in starch, the high consumption 
of carbohydrates in ‘comfort foods’ was counter to the governmental 
recommendations of eating sufficiently to be a healthy weight in relation to stature 
and activeness (see literature reviewed in Chapter 4, section 4.7.1). Unlike 
wives/partners and mothers who eat with others daily, the invisibility of eating alone 
meant that there were no social constraints or checks on the amount and type of foods 
that women living alone ate which were detrimental to their health (see Chapter 11, 
section 11.4.4). Thus, although the literature review showed that women used the 
notion of balance as a strategy to balance ‘good’ and ‘bad’ food consumption 
behaviour (see literature reviewed in Chapter 4, section 4.8.2, i.e. Backett, 1992; 
Lupton and Chapman, 1995; Calnan, 1987), this balancing strategy was less apparent 
when women living alone experienced work-related stress. The quantitative data 
analysis {independent-sample t-tesf) and the measurement of women’s overall quality 
of diet in Chapter 7 (section 7.8.1), showed that women living alone ate a less 
nutritious diet than women who lived with others, and consumed significantly less 
vegetables.
Middle class Chinese and English women in midlife made efforts to ensure that their 
own health promoting food preferences were met, as the majority perceived that being 
conscious about their own health was important. However, family structure was
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linked to the gendered nature of caring by wives and mothers and indirectly had a 
beneficial influence on what they consumed when experiencing work-related stress, 
compared to the potentially detrimental effects of poorer food consumption among 
many women living alone.
12.8 Quality of Diet
Knowledge of a healthy diet was equated with knowing the recommendations of the 
UK government about what to eat to promote health. An assessment was made in 
Chapter 7 of the overall quality of everyday diet for Chinese and English women 
using two methods, i.e. the independent-samples t-test, and calculation of the overall 
quality of diet in terms of a Quality Diet Score (Dowler and Calvert, 1995; Cooper et 
al., 1999). Comparisons between the Chinese and English food consumption patterns 
using the independent-samples t-tests, showed that there were no significant statistical 
differences between the Chinese and English women in their consumption of two 
major food groups as identified in the Food and Drink Questionnaire i.e. ‘bread, 
cereal, potatoes, pasta, rice and noodles’ and ‘meat, fish and alternative [i.e. eggs, 
pulses or nuts] foods’, although English women consumed more of the unhealthy food 
group of ‘fatty and sugary foods’ and more ‘dairy products’. However, on analysing 
specific food types, Chinese women consumed significantly more vegetables, while 
English women ate significantly more beef. These results indicated a cultural 
difference with English women consuming significantly more of the two major foods 
that were high in fats and sugar, as well as beef which is high in saturated fats, while 
Chinese women ate significantly more vegetables which were more nutritious.
Nevertheless, the ethnic cultural difference was based on the mean consumption of 
specific food groups or individual food items, and did not address the overall quality 
of the food consumed daily. Hence a measure of the overall quality of their everyday 
diet was sought, and on comparing the Chinese and English women, it was found that 
the overall quality of diet was the same for both groups with two thirds of Chinese 
and two thirds of English women having Healthy Diet Scores, and a quarter of 
Chinese and a quarter of English women having Unhealthy Diet Scores (Table 7.16 in 
Chapter 7).
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12.9 Sum m ary
Middle class women in midlife are more likely to become more health conscious 
about their own health because of the gendered role of ‘doing wife’ and ‘doing 
mother’ to promote their partners’ and children’s health through the food the family 
consumes. As a result they also eat foods that promote their own health compared to 
many employed women living on their own. A conceptual model (Figure 12.1) was 
proposed that illustrated the interaction of work-related stress, family support and 
daily diet. It was argued that, paradoxically, the detrimental impact of partners’ and 
children’s tendency to have less healthy food preferences, was offset by the beneficial 
outcome of women’s family roles as wives and mothers. In promoting healthy eating 
for their family and family bonding meals, opportunities were created for family 
support from work-related stress. However, the chapter also contends that these wives 
and mothers had to do the juggling/balancing act o f ‘eating for health’, ‘eating to 
accommodate their partners’ and children’s food preferences’, as well as to ensure the 
practice of ‘family bonding’. This had the unintended consequence for these women 
of helping to relieve work-related stress in spite of their multiple roles as employed 
women, wives and mothers with all the related responsibilities that encroach on their 
time and activities.
In contrast, women living alone were more likely to have suffered the consequences 
of work-related stress, in spite of having fewer roles and thus fewer tasks and 
responsibilities for caring about the food consumption of others. Lacking the 
advantages of social constraints against eating in excess and the social support and 
relaxation from work pressures by eating with others on a daily basis, women living 
alone were more likely to eat mainly for convenience, comfort and enjoyment, 
particularly in relation to the consumption of ready prepared convenience foods and 
Take Away meals, that were less healthy. The outcome was that wives and mothers 
generally had an overall higher quality diet than women living on their own.
In spite of the cultural differences highlighted, i.e. the Chinese dietary upbringing of 
plenty of fruit and vegetables and low consumption of certain foods high in sugar 
content, nevertheless, in calculating the quality of the overall daily food consumption,
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there was no discernable difference between the two ethnic groups. One possible 
reason was that middle class English women in midlife have changed their eating 
habits to eat more fruit and vegetables, particularly vegetarian English women. This 
has led them to eat a more nutritious diet similar to Chinese women who, by and 
large, have not changed their dietary habits from childhood in terms of consuming 
major food groups. The results showed that there was a similarity in the overall 
quality of diet consumed by the Chinese and English women, which was 
predominantly a healthy diet. Moreover, in the assessment of the ethnic cultural 
Chinese tradition of a healthy diet as the maintenance of equilibrium, it was found 
that most of the middle class Chinese women in midlife did not adhere to this cultural 
diet.
The aim of this study was to find out whether Chinese and English cultural influences 
or family structure had greater impact on middle class midlife women’s everyday diet. 
Although there were some Chinese and English cultural influences that impacted on 
the food women consumed, family structure was a greater influence on the overall 
quality of diet of wives and mothers. Particularly when family structure was 
considered in relation to how women coped with work-related stress, there was a 
sharp contrast between wives and mothers consuming a high quality diet, and women 
who live alone who were more likely to consume a low quality diet. As such, it was 
found that family structure, and the concomitant gendered nature of caring for family 
members by wives and mothers, in the process of ‘doing wife’ and ‘doing mother’ 
was a more significant determinant than Chinese and English cultural influences on 
the quality of women’s everyday diet when coping with work-related stress. Women’s 
multiple roles inadvertently have been beneficial to their overall quality of diet.
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Chapter 13 
Conclusions
13.1 Introduction
The aim of this exploratory study has been to identify the extent of the impact of 
Chinese and English cultural influences and family structural factors on the everyday 
food consumption of middle class Chinese and English women in midlife. The study 
involved semi-structured tape-recorded interviews with qualitative in-depth probing, 
with 36 Chinese and 26 English women. In addition. Food and Drink Questionnaires 
were completed immediately after the interviews in order to assess food consumption 
patterns. Independent-samples t-tests were applied to assess whether there were any 
significant statistical differences between the Chinese and English women’s 
consumption of major types of foods, and a measure of diet quality was obtained. A 
diet score was calculated as an indicator of the quality of diet, which ranged from an 
unhealthy diet through to a healthy diet.
In the previous chapter, it was argued through the utilization of ‘a model of the 
influences on the quality of women’s diets’, that family structure had a greater impact 
(albeit indirectly) than Chinese and English cultural influences on the daily food 
consumption of middle class Chinese and English women in midlife. In this 
concluding chapter, main conclusions are drawn building on the conceptual model. 
Three main areas are highlighted which illustrate this study’s contribution to broader 
sociological debates, as well as implications for health policies. The chapter 
continues with reflections on this study and suggestions for future research.
13.2 Understanding of Diet and Foods
This study highlighted the interactions of family structure, Chinese and English 
cultural influences, nutritional knowledge and health consciousness, and the gendered 
nature of caring, which influenced the quality of diet consumed by Chinese and 
English women in midlife.
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The discussion of the conceptual model in Chapter 12, demonstrated that the sample 
of Chinese and English women in this study, were knowledgeable about the concept 
of a healthy diet as promoted by the British government’s guidelines (HEA, 1997; 
Department of Health, 1999). This concept of a healthy diet was identified in terms 
of nutritional balance as a diet consisting of plenty of fruit and vegetables i.e. with at 
least five portions of fruit and vegetables daily. However, the women’s ideas on 
healthy eating also encompass concepts such as ‘a proper meal’ and ‘balance’, and 
support the studies reviewed in Chapter 4. The notion of a healthy diet is considered 
by middle class women in midlife mainly in terms of the properties and nutrients of 
the major foods. The findings support Gregory’s (2000:41) assertion, that the notion 
of a healthy diet has moved on to imply behaviour which is balanced and moderate. 
The point is that a healthy diet may encompass behaviour as well as the properties of 
the food items.
As indicated at the outset of this study, my own research aimed to rectify the lack of 
research on food consumption among the middle class. Many sociological research 
studies have concentrated predominantly on ‘meals’ (Williams et al., 1998; Henson et 
al., 1998; Charles and Kerr, 1988), or at a different stage in life (e.g. the first three 
months of marriage (Kemmer et al., 1998)). In contrast, this study focused on the 
consumption of major food types by middle class women in midlife.
Social class has been found to be associated with inequalities of health (see literature 
review in Chapter 3, section 3.2, with socio-economic status found to be associated 
with food behaviour, although weaker in women than men (Roos et al., 1998). There 
is a need to examine health related behaviour within the middle social class. By 
focusing on the daily food consumption (and its implications for health) within a 
specific class, this study offers further insight about employed women of the same 
social class and age group, but differing in ethnicity and family structure. In relation 
to social class and women’s lay concepts of health linked to diet (see Chapter 3, 
section 3.5.1), the findings in this study support the work of Calnan (1987) that 
middle class women used nutritional vocabulary such as ‘wholefoods’ and ‘high 
fibre % However, my analyses in Chapter 8, Chapter 9 and Chapter 10, illustrated the 
direct link between health and diet articulated by wives and mothers, in contrast to the
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much earlier study of Calnan (1987) whose participants from both the middle class 
and working class, did not express this actual link.
My findings raise the question of assuming the homogeneity of groups based on 
gender, ethnicity and social class, which was claimed to be associated with distinct 
food patterns identified through statistical data and market research (MenneU et al., 
1992:54; Caplan, 1997a:9). Diversities within groups emphasise the complexity of 
social behaviour. By controlling the diversities of socio-economic factors such as 
social class, occupational groups, employment status, life stage and living 
arrangements, this study found that although cultural fectors do influence the 
consumption of certain types of foods, famüy structure has a more important impact 
on the overall quality of women’s diets. Hence, the findings support the work of 
Macintyre et al. (1998:238) as reviewed in Chapter 4, that the complexity of the inter­
relationships between the different factors that build up the web of experiences in 
human life cannot be underestimated.
This study found that two thirds of both Chinese and English women had overall 
healthy diets. My research findings indicate that the majority of these middle class 
Chinese and English women not only understood, but also consumed, a nutritious 
diet. The consumption of an overall high quality diet could be one possible reason 
why the Chinese, who have broad parity with the White population in socio-economic 
terms, also share a parity of health (see Chapter 2, section 2.6; Chapter 12, section 
12.1).
A key finding in this study is the notion of Health Consciousness as an intervening 
factor between being knowledgeable about a nutritious healthy diet and the 
consumption of a high quality diet (see Chapter 7, sections 7.5 to 7.11). The findings 
support research that has reported that health knowledge per se, is not sufficient in 
influencing the quality of diet consumed. Moreover, my findings advance TurreU’s 
(1996) quantitative study that health-related food behaviours are determined largely 
by beliefs, nutritional knowledge and food taste preference. However, a contribution 
of my study is the development of the notion of women’s level of health
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consciousness of their own health and the health of their family, which had a major 
influence on the foods these women ate.
13.3 Gender and Women’s Roles
Gender influences the social construction of what it means to be a wife and a mother. . 
The importance of identifying with the feminine aspects of caring that women were 
brought up with, i.e. to be a ‘good’ wife and mother who has the responsibility of 
producing an overall high quality diet for the family’s health and well-being was 
articulated, particularly by English women. A key outcome of this study is that 
gender was found to be a main determinant of the caring responsibilities for the 
family’s health and diet, and supports the literature reviewed in Chapter 5. My 
findings also demonstrate and support the work of Arber and Ginn (1991:173) that the 
notion of gendered caring is part of a life long attainment of ‘habits and skills’.
The findings in this study also extend the notion of the ‘gendered nature of caring’ as 
being the process of ‘doing wife’ and/or ‘doing mother’, which includes adjusting the 
balance not only between eating to promote health and eating for pleasure foods that 
are potentially damaging to health, but also providing symbolic family bonding meals 
to ensure family well-being and continuity. An important outcome about the 
‘gendered nature of caring’, is the inadvertent beneficial impact on the 
wives’/mothers’ food consumption when feced with work-related stress. This 
contradicts the work of Steptoe et al. (1998), that food is consumed intentionally as a 
way of coping with stressful preoccupations. Even with the symbolic family bonding 
meal, the intention is focused on promoting family unity and continuity rather than 
food consumption, least of all women’s own food preferences. In the process of 
‘doing wife’ and ‘doing mother’, middle class women’s concern for ensuring the 
promotion of the family’s health and well-being meant that they were less hkely to 
resort to providing foods that were potentially damaging to health.
One of the central aims of my research was to examine whether Chinese or English 
cultural influences, or the mediating factor of gender and family structure, had a more 
important effect on the food that women ate. The majority of the women living with
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partners were employed (83%, 20/24, Chinese; 85%, 17/20, English), with two-thirds 
of Chinese (67%, 16/24) and just under half of English (45%, 9/20) women, working 
fuU time. Nevertheless they still had the main responsibility for caring for their 
family’s health and food preferences. Even when their partners had the task of 
cooking, the responsibility of ensuring the family ate foods that promote health still 
lay squarely with the wives. Although accommodating children’s food preferences 
appeared to indicate a positive attitude of willingness, as illustrated in Chapter 10, 
there were also conflicts that mothers had to resolve between femily members with 
different major food preferences i.e. vegetarians and those who preferred to eat meat. 
Nevertheless, mothers still considered their families’ food preferences before their 
own. While these middle class women tended not to deny themselves their food 
preferences that were often related to fruit and vegetables, it meant curtailing their 
food choices. Frequently they had additional food preparation tasks, particularly for 
vegetarian wives/mothers whose other family members preferred to eat meat, and for 
non-vegetarian mothers of vegetarian daughters. Furthermore, the process of ‘doing 
wife’ and ‘doing mother’ that involved the juggling process of seeking to balance 
foods that promoted health with foods that were pleasurable to family members but 
damaging to health, was a daily routine.
Gender inequality was thus evident in the activities linked to food purchase and 
preparation, and the responsibility for caring for the family’s health and food 
preferences. Their own food preferences became subsumed and indirectly 
subservient, particularly to their partners’ food choice as shown in Chapter 8. As such, 
the gendered nature of caring as examined in this study, reflected the inequality 
between women and their partners, and was less hkely to be negotiated and flexible.
Gender and family structure were more important than individual or cultural family 
practices in impacting on women’s overall quahty of diet. Thus my findings support 
the work of Ribbens McCarthy et al. (2003:147) who found that social structures, 
including gender relations and family structure, were still ‘powerful mediators of 
meaning in how people understood and experienced their (step-) family fives. They 
are very much alive in the here and now, rather than being living dead’. Although 
research studies tend to focus on ‘individual behaviour and lifestyles’ as Charles
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(1996:4) pointed out, my findings show that ‘systematic gender differences’ are still 
present. However, my research also shows that one outcome of family structure was 
that wives and mothers ate an overall better quality of diet than women living on their 
own, particularly when they were experiencing work-related stress.
The on-going debate about women’s multiple roles (as employee, wife and mother) is 
whether women’s multiple roles result in enrichment and thus better health (Arber, 
1991; Lahelma et ai., 2002), or role strain and therefore worse health (Goode, 1960; 
Gove, 1984)(see Chapter 5, section 5.7). My study found that these multiple roles 
indirectly improved women’s overall quality of diet, thereby having beneficial effects 
on women’s health, supporting the research of Arber (1991) and Lahelma et al. 
(2002), albeit in relation specifically to women’s daily food consumption. Middle 
class midlife Chinese and English women with their multiple roles as employees, 
wives and mothers ate an overall higher quality of diet than comparable Chinese and 
English women who were also employees, but living on their own.
13.4 Ethnicity and Acculturation
Chinese and English cultural influences in relation to food and diet were addressed in 
this study. The findings indicate that the health beliefs of the traditional Chinese diet 
(as necessary for the maintenance of equilibrium) did not influence the daily food 
consumption of the middle class Chinese women. This finding contradicts the wide- 
ranging literature on the diet of Chinese people (as reviewed in Chapter 4), based on 
studies of Chinese living in other countries, and Chinese speakers in the UK. The 
findings in this study raise the issue that more research on the health and diet of 
English-speaking Chinese living in the UK should be conducted. It cannot be 
assumed that the traditional Chinese diet of the maintenance of equilibrium is still 
maintained by the majority of Chinese people in the UK.
As this study focused on the dietary intake of major foods, the findings point to a high 
fi-uit and vegetable consumption and also confirm the literature on the growth of 
vegetarianism among (White) women, particularly in the 1990s (as reviewed in 
Chapter 5). However, the (English) lay concept of the ‘proper meal’, which is often
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associated with the family ‘Sunday (meat) roast’, is still consumed at the weekends. 
The findings concur with the literature that such meals emphasise the process of 
family bonding, and reinforce the family as a social unit (Charles and Kerr, 1988). 
Furthermore, this study contends that such family bonding meals indirectly provided 
an environment for relaxation for wives and mothers who experienced work-related 
stress.
This study shows that Chinese and English cultural influences are complex. There is 
agreement with Fieldhouse (1996) that cultural influences are continuous and can be 
resistant to change, since Chinese women continued with high consumption of finit 
and vegetables and low consumption of foods with high sugar content, due mainly to 
dietary influences fi*om childhood. Nevertheless, English women did resist and 
changed their food habits of high meat consumption acquired and established when 
they were young, to a high finit and vegetable consumption instead. This study also 
indicates that middle class Chinese women did not uphold the traditional Chinese 
cultural diet of the maintenance of equilibrium. As such cultural changes are also 
evident among the Chinese.
An important finding in this study is that the Chinese identity is not simply an 
adherence to traditional health beliefs (such as the traditional Chinese diet of the 
maintenance of equilibrium), as Gervais and Jovchelovitch (1998) suggested. Rather, 
the Chinese identity is more fluid and dynamic. The Chinese women in this study 
identified themselves as Chinese, but did not uphold traditional Chinese health beliefe 
about food consumption.
In spite of the cultural upbringing differences in dietary beliefe between Chinese and 
English women, there was no discernable difference between the two ethnic groups in 
calculating the quality of their overall daily food consumption. The findings show 
that the overall quality of diet consumed by the Chinese and English women was 
predominantly healthy. One possible reason is that the English women have changed 
their eating habits to consuming more finit and vegetables, particularly by vegetarian 
English women. This has led to a more nutritious diet, similar to that of Chinese 
women. On the other hand, the Chinese women by and large, have not changed their
275
dietary habits (of consuming plenty of fruit and vegetables), acquired from childhood, 
unlike their children who are consuming a more western diet high in fat and sugar 
content.
Modood (1997a) had pointed out (see Chapter 2) that the Chinese did not identify 
with Britishness, but mainly in terms of their own Chinese ethnic identity.
Nevertheless, this study shows that the process of acculturation is reflected in terms of 
reinforcement and adjustment to the current dietary cultural norms of British society, 
as promoted by the UK government. To some extent, acculturation is possibly 
reflected by some Chinese women married to English men, by the consumption of the 
English cultural type of family bonding meal, such as the ‘Sunday roast’. This study 
has demonstrated the importance of studying the dynamic interactions between 
culture and social structures within a social context (as advocated by Smaje, 1995), 
and carried out in the context of everyday food consumption.
13.5 Health Policy Implications
The health of the people living in the UK is a major concern for the British 
government. As a result, health promotions and research programmes, such as ‘The 
Nation’s Diet’, have undertaken social science research projects aimed to ‘improve 
understandings of the processes of food choice’ (Murcott, 1998a:5). The sociological 
findings of this thesis on women’s food consumption contribute further insights on 
food consumption that have a number of health policy implications.
It has been argued by Caraher (2002:49) that:
Government health promotion policy in relation to food continues to 
focus on the transfer of knowledge and skills, and encourages 
behavioural interventions rather than addressing structural factors.
This is a shame, since there is ample evidence that people already 
possess the sldUs and knowledge, but not always the resources 
necessary to put their intentions into action (Charles and Kerr, 1986;
Lange et al., 1999).
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The findings in this study support this view that middle class women in midlife 
already possess the knowledge of what constitutes a healthy diet. Yet this 
informational knowledge is not sufficient per se to ensure that a high quality diet is 
consumed, although financial resources were not a constraint for these middle class 
women. Family structure plays a crucial role in the food women consumed, 
particularly in relation to the consumption of convenience foods and Take Aways. 
This had beneficial effects for wives’ and mothers’ own food consumption. Their 
gendered nature of caring for family health, and their aim to seek a balance between 
the family’s food preferences that are health promoting and foods that are pleasurable 
but damaging to health (e.g. Take Aways and convenience foods), constrained their 
purchase of such foods. Yet it is an onerous and uphill task against the pressure of the 
advertising arm of the food industry which promotes such foods.
This study has found that when employed women, particularly those living on their 
own, were exhausted and tired and lacked the time to prepare their meals firom basic 
ingredients, due to employment demands and pressures, they often resort to 
convenience foods and Take Aways (Chapter 11). Wives and mothers also have 
similar work-related demands. The findings in this study show that lack of time is a 
major issue for employed women, and convenience and fast foods are important. 
Women still have to prepare food at home but there is a need for nutritious, health 
promoting convenience foods which can be beneficial to health. For example, 
promoting fresh finit and vegetables, including salads, by making them more 
appealing and attractive to purchase and convenient to prepare, or by offering firee 
finit and salads with the purchase of certain convenience foods as promotional 
incentive ‘treats’. There is a need to change the idea of ‘treats’ to that of fi-esh finit 
and salads rather than the traditional high fat and sugar content of cakes, biscuits and 
sweet desserts, or the high saturated fat of convenience meals.
However, promoting ‘products that are appealing, nutritious and affordable’ 
(Guardian, 15 October 2003), or to promote them as ‘treats’, is still not adequate. 
There is a further need to ensure that the products are not damaging to health in other 
ways. Although there is a growing commercialisation of healthy foods such as ready 
prepared salads, the use of chemicals (e.g. high concentrations of chlorine for killing
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bacteria) in the production of convenience foods can have health-damaging effects. 
The food industry has to make greater efforts to ensure that their products are not 
indirectly damaging to health. The availability of convenience foods that are health 
promoting in terms of being ‘appealing, nutritious, and affordable’, offered as ‘treats’, 
and not chemically damaging for health will be particularly welcomed by wives and 
mothers who have the primary responsibility of caring for their family’s health. The 
food industries and their marketing associates should promote foods that are healthy 
and nutritious, and can be prepared quickly, rather than just focusing on the reduction 
of fats, sugars and salt, and the size of portions.
A major finding in this study is that women who were ‘Very Health Conscious’ were 
less likely to eat foods damaging to their health even when under work-related stress. 
There is a need for government policies to change attitudes and to promote health 
consciousness as a life style. Health workers, for instance health visitors, can promote 
this health conscious lifestyle to encourage mothers to implement as soon as a baby is 
weaned onto solids. The food industry, with government incentives, could contribute 
and promote the increased consumption of fruit and vegetables in nurseries and 
schools where there is a greater control by local educational authorities of what school 
children eat. Such a policy would support a Danish study (by Devine and Sandstrom, 
1996, cited in Roos et al., 1998:1527) which found that dietary information for 
mothers with preschool children improved women’s food consumption through a 
positive connection between motherhood and avoidance of fat among women in their 
forties.
Health promoters have to be aware of the constraints on people’s food consumption 
that may have an impact on their quality of diet. Work-related pressure has to be 
considered as impacting directly on the quality of diet consumed by employed people, 
especially those living alone. Moreover, the government should initiate strategies to 
ensure that the food industry is made more responsible for promoting products that 
are beneficial to health.
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13.6 R eflections
A number of points have arisen on reflection in relation to this study. This is a small 
comparative in-depth study based on 62 respondents, and thus has limitations in 
generalising to a larger population group. The smaller numbers in the sub-groups also 
make the study potentially problematic to generalise to the wider population. As an 
exploratory study, it has contributed in a number of ways as outlined in the above 
sections. However, for fliture research, a larger scale study with a representative 
sample would be more appropriate.
The semi-structured interview covered wide-ranging topics firom general health to 
alternative medicines. Some topics (e.g. the preferences for self-treatment, traditional 
Chinese medicine and western medical approach, Q23a to Q29 in the Interview 
Schedule, see Appendix B) turned out to be less relevant, but in an exploratory 
comparative study, it was difficult to make such assessments in advance of the data 
collection.
The difficulty of finding the Chinese sample firom a relatively small population was 
made more arduous by attempting to find a matched sample of Chinese and English 
women, matched on a number of demographic and socio-economic characteristics. In 
spite of such problems, the achieved sample showed that this was quite successful in 
terms of the relative proportional similarities between the two groups, e.g. their 
marital status, the women’s and their husbands’/partners’ occupational class and 
employment status (see Appendix E). However, there was an ethnic disparity of those 
with and without children, and the proportion of those with children in the youngest 
and adult children age groups. Nevertheless, the key issue of family structure could 
be examined by focusing mainly on those living with family members (rather than on 
the ages of the children), compared with women living on their own. A limitation of 
the study was the small numbers of English women with no children, in comparison 
to the Chinese sample. The difficulties of finding an exact matched sample were 
obvious, and it was expected that there would be some disparities. However, the 
modified snowball sampling method was a very effective way of finding a sample 
with specific demographic and socio-economic characteristics.
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The overall quality of diet assessment in terms of diet scores (measured from the Food 
and Drink Questionnaire) proved difficult and complicated. As it was only intended 
as an indicator rather than an exact measure, the assessment of diet scores was not 
conducted with the precision of nutritionists. However this was rectified to some 
extent by the comparison of mean scores and applying the independent-samples t-test. 
On the Food and Drink Questionnaire, it would have also been appropriate to include 
a simple measure for convenience and Take Away foods, rather than to omit such 
classifications.
A drawback of this study is the omission of data collected from husbands/partners. 
Future research should consider not only interviewing the spouse but also the children 
i.e. as a family approach study. It would prove a useful triangular research strategy to 
obtain data about food consumption from women, their husbands/partners and 
children (of school age and older). However, the difficulties of collecting such data 
have to be considered in the light of other sampling problems as highlighted 
previously.
This study has made an important contribution to research about middle class Chinese 
women in Britain. However, it would also be important in future research to widen 
the comparative ethnic samples to include comparisons of different social classes, e.g. 
comparisons with those in manual occupations, and women who do not speak 
English.
In conclusion, the findings in this exploratory study show that gender relations and 
family structure have a greater impact on middle class, midlife Chinese and English 
women’s food consumption than cultural family practices. Unexpectedly, the impact 
of the inequality of family responsibilities and the onus of the ‘gendered nature of 
caring’, which fell particularly heavily on women with their multiple roles as working 
wives and mothers, irrespective of their ethnic background, had unforeseen beneficial 
effects on the quality of their everyday diet.
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A ppendix A. F ood  and D rink  Q uestionnaire
Name:________________________ Respondent Number:
Date:
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Instructions for completing your food and drink questionnaire
This questionnaire is about foods that you eat regularly. I would like you to tell me what you 
usually eat. Please go through the questions fairly quickly, and do not spend a lot of time 
thinking about each of your answers. However, do make sure that you answer every question.
Please indicate how often you usually eat the different foods listed. In the "How often?" 
column write in the number of times;
per day if you eat the food daily,
per week if you eat the food weekly,
per month if you eat the food monthly, or
rarely/never, and leave the 'your portion size' column blank.
Here is an example:
How often?
per day per week per month rarely/never
Chicken 2
The example indicates that a portion of chicken is eaten twice each month. 
After you have completed the questionnaire.
Please check back to make sure that you have answered every question. 
Thank you for your help.
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How often?
per day per week per month rarely/never
Bread/rolls (white) e.g. toast, sandwich
Bread/rolls (wholemeal, brown. 
Granary) e.g. toast, sandwich
Crispbread (e.g. Ryvita)
How often?
per day per week per month rarely/never
Com Flakes, Rice Krispies
Bran Flakes, Muesli, Weetabbc,
Shredded wheat
Porridge
How often?
per day per week per month rarely/neyer
Potatoes
Chips
Crisps
Pasta
Rice
Noodles
Please check that you have answered EVERY QUESTION on this page
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How often ?
per day per week per month rarely/never
Apple, pear
Orange, satsuma, grapefruit
Banana
Grapes, strawberries, raspberries
Kiwi
Mango
Orange, apple juice, other fruit juice
How often ?
per day per week per month rarely/never
Dried fruit e.g.prunes, dates,
apricots, figs
Dried fruit, e.g. raisins, currants.
Sultanas
Nuts e.g. peanuts,cashew nuts.
walnuts, brazil nuts, almonds
How often ?
per day per week per month rarely/never
Vegetable soup
Cabbage, brussels sprouts.
broccoli, broad/runner beans, peas
Other green leafy vegetables:
Spinach
Carrots
Tomatoes
Parsnips, swedes, turnips
Salad: lettuces, celery.
cucumber, radish
Baked beans
Other beans, pulses:
kidney beans, lentils.
Chinese vegetables:
flowering cabbage (choi sum).
white cabbage (pak choi).
water spinach (ong choi)
Aubergine, Okra
Vegetable products: tofu, TV? (textured vegetable 
protein)
310
How often ?
per day per week per month rarely/never
Meat soup
B eef
Pork, gammon
Lamb
Minced meat (beef, pork, lamb)
Bacon
Liver, kidney, heart.
Sausages
Meat products
e.g.comed beef, ham, ox tongue.
chopped pork, salami, pate
Pork pie, comish pastie.
sausage roll
Chinese 'dim sum'
Chicken, turkey
Duck
Fish
Prawns
Egg
How often ?
per day per week per month rarely/never
Whole milk
(on breakfast cereal)
Semi-skimmed milk 
(on breakfast cereal)
Skimmed milk
(on breakfast cereal)
Cream
Yogurt (full fat, plain)
Yogurt (full fat, fiuit)
Yogurt (low fat, plain )
Yogurt (low fat, fruit)
Cheddar-type cheese.
Camembert, Brie, Danish blue.
Stilton,
Cream cheese.
Cottage cheese
Please check that you have answered EVERY QUESTION on this page
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How often ?
per day per week per month rarely/never
Margarine
(on bread, toast, rolls)
Margarine
(on vegetables, jacket potatoes)
Butter
(on bread, toast, rolls)
Butter
(on vegetables, jacket potatoes)
How often ?
per day per week per month rarely/never
Cake (all types), Danish pastry.
flapjack
Doughnut
Pudding, crumble, pie, ice-cream, 
and other desserts
Chocolate bar (all types)
Biscuits (all types)
How often ?
per day per week per month rarely/never
Coffee (with sugar)
Coffee (without sugar)
Tea (with sugar)
Tea (without sugar)
Beer
Wine
Spirits
Coca-cola, other bottled soft drinks
How often ?
per day per week per month rarely/never
Sugar (on breakfast cereal)
Preserves, jam, marmalade
Honey
Please check that you have answered EVERY QUESTION on this page.
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Appendix B. Interview Schedule
Telephone: Confirm ethnicity, age, occupation (not in manual or catering), English speakers. 
Time:_______ am/pm
I INTRODUCTION
1. Can you tell me your marital status. Are you married/widowed/divorced or Never 
married?
a. (If not married) Do you have a partner?
2. How many children do you have and how old are they?
3. How many other people live at home with you?
4. Are you now working Full Time, Part time, or self-employed?
a. (If not working. Are you a housewife; unemployed, looking for work or not
(reasons), student FT/PT, Retired (ask: early retirement? Health reasons?)
5. Can you tell me which ethnic group you would use to describe yourself, and where 
are you from?
Chinese from: Hong Kong & New Territories; mainland China; Malaysia;
Singapore, Taiwan, elsewhere.
_______________________________________  (Chinese only)
II GENERAL HEALTH STATUS AND CONCEPT OF HEALTH
1. How is your health in general? Would you say it was 
(RUNNING PROMPT) Very good/ Good/ Fair/ Bad, or Very bad?
2. I would like you to tell me about health. What does health mean to you?
3. What do you associate health with?
For instance, when the word "health' is mentioned, what would you think about?
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(PROBE for more) Is there anything else you can think of?
4. Why do you say that your health is (vg/g/frb/vb) ?
5. Has it changed over the last 12 months? (If Yes)
In what way?
(PROBE) Why?
6. Would you say that for SOMEONE OF YOUR AGE, your own health in general is 
(RUNNING PROMPT) Very good/Good/Fair/Bad, or Very bad? What makes you 
say this?
7. What, if anything, do you do to keep healthy in everyday life?
(REPEAT PROBE) Anything else?
(FURTHER PROBE) Is that all?
8. Are there aspects in your life now that have good effects on your health?
What are they?
Is there anything else?
9. Are there aspects in your life now that have bad effects on you your health?
(PROBE ONLY) What are they?
Anything else?
10. Are there any other factors that influence your health?
(PROBE ONLY) What are they?
Anything else?
11. Have you had any long-term illnesses or recurrent health problems?
Ill THE IMPACT OF THE ROLE OF DIET ON YOUR HEALTH
I am now going to ask you questions about your diet.
12 Can you tell me about your everyday diet?
(PROMPT: For instance, what would you generally eat for Breakfast, Lunch, Snacks,
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Dinner, and Desserts during the week and at weekends?)
13. How often do you eat Chinese food? [Running Prompt: All the time/ most of the 
time/ some of the time/ hardly ever/ never?
13 a. Can you tell me what do you mean by 'Chinese food'?
14. Do you take any supplements for your health?
(PROMPT : Do you take Chinese herbs?
Do you take Vitamins?
15. Who does the cooking in your home?
16 Who decides what will be eaten each day?
- N.A. for single woman living alone; parent without a partner.
17. (If respondent) What makes you decide what foods to buy and cook?
(PROBE ONLY) Anything else?
Why?
18. Do the Chinese nutritional properties of the type of food affect your decision? E.g. 
whether it is 'heaty or cooling' (it hei/leung); poisonous or tonic (tuk/po; yau yik) 
(wet/sup-it)
__________________________________________________ (Chinese only)
19. Does the (western) nutritional value of the foods or the lack of nutrition affect your 
decision?
If yes, what types of (western) nutritional value do you have in mind?
20a. What methods of cooking do you use?
Why do you use those methods?
20b. Do you think any of the methods of cooking modify or enhance the properties of 
food?
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IV MINOR ILLNESS SYMPTOMS
21a Now I'm going to ask you a few questions on symptoms?
If you have a cold, what would you do?
If you have a fever, without anv other svmptoms, what would you do?
If you have flu, what would you do?
If you have constipation, what would you do?
If you have diarrhoea, what would you do?
If you have back pain, what would you do?
If you have a rash on your hand, what would you do?
(DO NOT PROMPT: Possible answers: buy drugs from the chemist; go to a Chinese 
herbalist; go to a GP; change diet.)
21b. Do you adjust your diet for your health?
If yes, probe: What do you do? (omit rice/bread if overweight; eat more liver if 
anaemic)
21c. Do you adjust your diet for:
i. Cold, ii. Fever without any other symptoms, iii. Flu, iv. Constipation, v. Diarrhoea?
22. Do you have any health problems which affect the amount or type of food you eat?
V TO GAUGE THE PREFERENCES OF (1) SELF-TREATMENT, (2) 
TRADITIONAL CHINESE MEDICINE, (3) WESTERN MEDICAL APPROACH.
23 a. Do you have any home prepared health remedies that you use?
Anything else?
23b. (PROMPT) Any Chinese home remedies that you use?
__________________________________________________ (Chinese only)
24. When did you last consult your GP? Can you tell me the approximate date?
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[specific date of last visit]
25. How many times in the last year have you consulted your GP?
26. Can you think of any circumstances which would make you consult a traditionally 
trained Chinese doctor instead of vour GP?
If W , why not?
27. Can you think of any circumstances which would make you use traditional Chinese 
remedies instead of consulting a traditionallv trained Chinese doctor?
_________________________________________________ (Chinese only)
26a Can you think of any circumstances which would make you consult an alternative 
practitioner instead of vour GP?
If'no', why not?
27a Can you think of any circumstances which would make you use alternative remedies 
instead of consulting an alternative practitioner?
________________________________   (English only)
28. What about the care of your children (when younger).
Can you think of any circumstances in which you would:
a. apply home-prepared health remedies?
b. consult a traditionally trained Chinese doctor/ alternative practitioner?, or
c take your child to see the GP?
29. What about your husband/partner, do you encourage him to:
a. apply home remedies?
Can you think of anv circumstances in which you would...?
b. consult a traditionally trained Chinese doctor/alternative practitioner?
Can you think of anv circumstances in which you would...?
c. encourage him to consult his GP?
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Can you think of anv circumstances in which you would...?
VI OTHER INFLUENCES ON HEALTH.
30. Can you think of anything else that influences your health?
31. As a Chinese living and working in England, in what ways do you feel being Chinese 
influences your health?
VII BACKGROUND/DEMOGRAPHIC QUESTIONS:
I am now going to ask you some questions about your background.
1. Age in years:
Would you mind telling me your year of birth?
(If year of birth refused) Can you tell me how old you are? Are you between 40-45; 
46-50, 51-55, 56-60 years old?
2. (Country of origin) Where were you bom?
3 a. (Reasons for migration) Why did you come to England?
b. [If came as a student. What did you come to study?
c. (Length of stay in England) When did you first arrive in England?
d. How many years have you lived in England? (exclude long periods spend 
abroad)
e. What (if any) other countries have you lived in?
f. How many times in the last 10 years have you been back to visit your country 
of birth?
__________________________________________________(Chinese only)
4. Education level
a. What level of education have you completed? 
Secondary School (up to age 15 or 16 years) 
'O' levels
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Sixth form school/college (up to 18 years)
’A’ levels
Professional or technical qualification or diploma 
University/polytechnic degree course 
Still in full time education
Others, please specify________________
Record any precise details about education
b. What was the qualification obtained?
c. Where the respondent was educated?
d. When was qualification obtained?
5. Language:
a. Are you bilingual in English and Chinese?
b. (If bilingual) Do you read Chinese?
c. (If yes) Is it simplified (Pinyin) or traditional Chinese?
d (If bilingual) Which language(s) or dialect do you speak at home?
e. (If bilingual) What other languages or dialects do you speak?
_________________________________________________ (Chinese only)
6 Occupation:
a. What is your occupation?
b Job description. Details e.g. if manager - how many people; type of co.,
grade/level.
7. Husband/Partner's employment and occupation
a Is your husband/divorced husband/partner in paid employment?
b. What is his current occupation?
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(If not working) What was his last occupation?
8. Husband/Partner's ethnicity.
Can you tell me the term which you would use to describe your husband/divorced 
husband/partner? Show list (full Census list)
9. Material conditions: Current housing:
a. What type of accommodation do you live in? Is it a (running prompt) room, 
flat, terraced, semi-, detached house?
b. Do you own or rent your flat or house?
10. Transportation: a. Do you or your household own a car?
b. How many cars do you have in your household?
11. Do you mind telling me what is your annual gross salary? Is it
Show Card a Under £10,000 p.a.
b £10,000-19,999 p.a. 
c £20,000 - 29,999 p.a.
d £30,000 - 39,999 p.a.
e £40,000 - 59,000 p.a.
f  £60,000 +
And your husband's/partner's? Show Card
END OF INTERVIEW Thank you very much.
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Appendix C. Letter of Introduction
University 
of Surrey
Guildford
Surrey GU2 5XH, UK 
Telephone
+44 (0)1483 300800 
Facsimile
+44 (0)1483 300803
School of
Human
S cien ces
Dear
Re: Social Research Project
I am writing to ask if you are willing to participate in a social research study for my 
Ph.DVdoctoral thesis on the general health of English and Chinese women aged between 
40 and 60 years old, and working in specific occupations. In order for this research project 
to be successful, your help is therefore essential.
The research will be conducted by personal interviews at your convenience. It will be 
tape-recorded for transcription purposes only. You will be identified only by a number 
known to me, and anything you say will remain confidential. The interview will take about 
one hour, followed by a questionnaire that will take approximately ten minutes.
I look forward to hearing from you soon, and thank you in advance for your help and co­
operation.
Yours sincerely.
Dorothy Yoon-Yeet Horswill (B.A., PGCE, M.Sc.)
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Appendix D. Class & Occupational Characteristics of Chinese and English Sample
Respondents' Class Types o f  Occupations (Matching Between Chinese And English)
Class I 
Professionals
Chinese English
3 university lecturers 3 university lecturers/researchers
2 accountants 1 accountant
1 it project manager 1 project manager
1 medical doctor none
1 magistrate none
1 biochemist none
none 1 university librarian
9 Class I 6 Class I
Class II 2 nurses/psychiatric nurses 3 nurses/psychiatric nurses
HECW = Health, Education 2 nursery workers 1 day nursery manager
& Community Workers 3 social workers 1 social worker
1 physiotherapist 1 physiotherapist
3 community woricers 2 fieldworkers, social services
1 dispensing optician 1 dispensing optician
1 deputy manager, mental health services none
1 health visitor none
1 team manager, mental health services none
1 health advisor none
none 2 primary school teachers
none 1 occupational therapist
16 Class n 12 Class n
OW = Office Workers, High Grades 1 charity organisation manager 1 charity organisation planning officer
1 community centre manager none
1 self-employed travel agent none
3 Class n 1 Class n
Class ninm 1 secretary 3 secretaries
OW = Office Workers, Lower Grades 2 office administrators 2 office administrators
1 data processing officer none
1 administrative assistant none
1 receptionist none
6 Class ninm 5 Class ninm
NW  = Not Working/Housewives 2 housewives 2 housewives
36 All 26 All
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